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SECTION-WELCOME

Quick Reference Box
Yy Member services, claim inquiries, Personal Health Sanqgtdental
HealthSubstanceRelated and Addictive Disorsl@dministratorl- 8443338015.

Yy Claims submittal address: UnitedHealthdal@ms, P.O. Box 30555, Salt Lake Qity,
UT 841360555

Yy Online assistanogsww.myuhc.com

Clermont County is pleased to provide you with this Summary Plan Description (SPD),
which describes the health Benefits available to you and your covered famisyunderbe
the Clermont County Welfare Benefit Plan. It includes summaries of:

Yy Who is eligible.

Yy Services that are covered, called Covered Health Services.

Yy Services that are not covered, called Exclusions and Limitations.

Yy How Benefits are paid.

Yy Your rightsand responsibilities under the Plan.

This SPD is designed to meet your information needs and the disclosure requirements of the
Employee Retirement Income Security Act of 19T 4(p&kAes any previous printed or
electronic SPD for this Plan.

IMP ORTANT
The healthcare service, supply or Pharmaceutical Product is only a Covered Heglth
Service if it is Medically Necessary. (See definitions of Medically Necessary and|Covered
Health Service in Section GlgssadyThe fact that a Physician or othewver has
performed or prescribed a procedure or treatment, or the fact that it may be the pnly
available treatment for a Sickness, Injury, Mental I8nlkesgncdielated andddictive
Disorders, disease or its symptoms does not mean that therprocé@atment is a
Covered Health Service under the Plan.

Clermont County intends to continue this Plan, but reserves the right, in its sole
discretion, to modify, change, revise, amend or terminate the Plan at any time, fgr any
reason, and without prinotice subject to any collective bargaining agreements bgtween
the Employer and various unions, if applicable. This SPD is not to be construed ps a
contract of or for employment. If there should be an inconsistency between the dontents
of this summary arthe contents of the Plan, your rights shall be determined undqr the
Plan and not under this summary.

UnitedHealthcare is a private healthcare claims administrator. UnitedHealthcare's goal is to
give you the tools you need to make wise healthcare detisitedHealthcare also helps
your employer to administer claims. Although UnitedHealthcare will assist you in many

1 SecTION - WELCOME
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ways, it does not guarantee any Benefits. Clermont County is solely responsible for paying
Benefits described in this SPD.

Please read tHs°D thoroughly to learn how tG&ermont County Welfare Benefit Plan

works. If you have questions contact your local Human Restmpagment or call the
number on your ID card.

2 SecTION - WELCOME
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S Y

How To Use This SPD
Read the entire SPD, and share it with your fdiinép.keep it in a safe place for
future reference.

Many of the sections of this SPD are related to other sections. You may not ave all
the information you need by reading just one section.

You can find copies of your SPD and any future amendmeajaest printed
copies by contacting Human Resources

Capitalized words in the SPD have special meanings and are defined in Secfion 14,
Glossary

If eligible for coverage, the words "you" and "your" refer to Covered Personsfas
defined in Section 18Jossy

Clermont County is also referred to as Company.

If there is a conflict between this SPD and any benefit summaries (other thar
Summaries of Material Modifications) provided to you, this SPD will control.

SecTION - WELCOME
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SECTION-2ANTRODURON

What this section includes:
Yy Who's eligible for coverage under the Plan.

Yy The factors that impact your cost for coverage.
Yy Instructions and timefram#s enrolling yourself and your eligible Dependents.
Yy When coverage begins.

y° When you can make coverage changes under the Plan.

Eligibility
You are eligible to enroll in the Plan if you are a regutaméuémployee who is scheduled
to work at least 30 hos per week

Elected officials are covered without any minimum hours or waiting period.

Your eligible Dependents may also participate in the Plan. An eligible Dependent is
considered to be:

Yy Your Spouse, as defined in SectioGlbssary.

Yy Your or yourSpouse's child who is under age 26, including a natural child, stepchild,
a legally adopted child, a child placed for adoption or a child for whom you or your
Spouse are the legal guardian.

Yy An unmarried child age 26 or over who is or becomes disablegpamndedt upon
you.

To be eligible for coverage under the Plan, a Dependent must reside within the United
States.

Note: Your Dependents may not enroll in the Plan unless you are also enrolled. If you and
your Spouse are both covered under the ClermontyGbleifare Benefit Plan, you may

each be enrolled as a Participant or be covered as a Dependent of the other person, but not
both. In addition, if you and your Spouse are both covered under the Clermont County
Welfare Benefit Plan, only one parent mayl goto child as a Dependent.

A Dependent also includes a child for whom health care coverage is required through a
Qualified Medical Child Support Order or other court or administrative order, as described
in Section 13ther Important Information

Costof Coverage
You and Clermont County share in the cost of the Plan. Your contribution amount depends
on the Plan you select and the family members you choose to enroll.

Your contributions are deducted from your paychecks on athefbeesis. Befotax
dalars come out of your pay before federal income and Social Security taxes are withheld

4 SECTION - INTRODUCTION
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and in most states, before state and local taxes are withheld. This gives your contributions a
special tax advantage and lowers the actual cost to you.

Your contributios are subject to review and Clermont County reserves the right to change
your contribution amount from time to time.

You can obtain current contribution rates by calling Human Resources

How to Enroll

To enroll, call Human Resoureethin 31 daysef the date you first become eligible for
medical Plan coverage. If you do not enroll within 31 days, you will need to wait until the
next annual Open Enrollment to make your benefit elections.

Each year during annual Open Enroliment, you have the ojfgddurview and change
your medical election. Any changes you make during Open Enroliment will become effective
the following January 1.

Important
If you wish to change your benefit elections following your marriage, birth, adoptjon of a
child, placemerior adoption of a child or other family status change, you must coptact
Human Resourcegthin 31 days of the event. Otherwise, you will need to wait unfil the
next annual Open Enrollment to change your elections.

When Coverage Begins

Once Human Resowsreceives your properly completed enrollment, coverage will begin
onthe first day of the month following the completion of a 60 day waiting fexedage

for your Dependents will start on the date your coverage begins, provided you have enrolle
them in a timely manner.

Coverage for a Spouse or Dependent stepchild that you acquire via marriage becomes
effective the date of your marriage, provided you notify Human Resaithioe®l days of

your marriage. Coverage for Dependent childrenexttjuiough birth, adoption, or

placement for adoption is effective the date of the family status change, provided you notify
Human Resourcegthin 31 days of the birth, adoption, or placement.

If You Are Hospitalized When Your Coverage Begins

If you arean inpatient in a Hospital, Skilled Nursing Facility or Inpatient Rehabilitation
Facility on the day your coverage begins, the Plan will pay Benefits for Covered Health
Services that you receive on or after your first day of coverage related toidmtStgoat

as long as you receive Covered Health Services in accordance with the terms of the Plan.
These Benefits are subject to any prior carrier's obligations under state law or contract.

You should notify UnitedHealthcare of your hospitalization Wihwours of the day your

coverage begins, or as soon as is reasonably possible. For Benefit plans that have a Network
Benefit level, Network Benefits are available only if you receive Covered Health Services
from Network providers.

5 SECTION - INTRODUCTION
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Changing Your Coverage

You may make coverage changes during the year only if you experience a change in family
status. The change in coverage must be consistent with the change in status (e.g., you cover
your Spouse following your marriage, your child following an adoptiofhetm)lowing

are considered family status changes for purposes of the Plan:

y
y
y

<SS

Your marriage, divorce, legal separation or annulment.
The birth, legal adoption, placement for adoption or legal guardianship of a child.

A change in your Spouse's employmemvoluntary loss of health coverage (other
than coverage under the Medicare or Medicaid programs) under another employer's
plan.

Loss of coverage due to the exhaustion of another employer's COBRA benefits,
provided you were paying for premiums on dytibaesis.

Your death or the death of a Dependent.
Your Dependent child no longer qualifying as an eligible Dependent.

A change in your or your Spouse's position or work schedule that impacts eligibility
for health coverage.

Contributions were no longer gy the employer (this is true even if you or your
eligible Dependent continues to receive coverage under the prior plan and to pay the
amounts previously paid by the employer).

You or your eligible Dependent who were enrolled in an HMO no longer live or
work in that HMO's service area and no other benefit option is available to you or
your eligible Dependent.

Benefits are no longer offered by the Plan to a class of individuals that include you or
your eligible Dependent.

Termination of your or your Depeard'sMedicaior Children's Health Insurance
Program (CHIEQverage as a result of loss of eligibility (you must contact Human
Resourcewithin 60 days of termination).

You or your Dependent become eligible for a premium assistance subsidy under
Mediagd or CHIP (you must contact Human Resouwegisin 60 days of the date of
determination of subsidy eligibility).

You or your Dependent lose eligibility for coverage in the individual market,
including coverage purchased through a public exchange publitenarket
established under the Affordable Care Act (Marketplace) (other than loss of
eligibility for coverage due to failure to pay premiums on a timely basis or
termination of coverage for cause, such as making a fraudulent claim or an
intentionamisrepresentation of a material fact) regardless of whether you or your
Dependent may enroll in other individual market coverage, through or outside of a
Marketplace.

A strike or lockout involving you or your Spouse.

SECTION - INTRODUCTION
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y A court or administrative order.

Unlesotherwise noted above, if you wish to change your elections, you must contact
Human Resourcegthin 31 days of the change in family status. Otherwise, you will need to
wait until the next annual Open Enrollment.

While some of these changes in statusimilar to qualifying events under COBRA, you, or

your eligible Dependent, do not need to elect COBRA continuation coverage to take
advantage of the special enrollment rights listed above. These will also be available to you or
your eligible DependentGOBRA is elected.

Note: Any child under age 26 who is placed with you for adoption will be eligible for
coverage on the date the child is placed with you, even if the legal adoption is not yet final. If
you do not legally adopt the child, all medicakBiarage for the child will end when the
placement ends. No provision will be made for continuing coverage (such as COBRA
coverage) for the child.

Change in Family Status Example

Jane is married and has two children who qualify as Dependents. Amemual
Enrollment, she elects not to participate in Clermont County's medical plan, becguse her
husband, Tom, has family coverage under his employer's medical plan. In JuneJTom
loses his job as part of a downsizing. As a result, Tom loses his eligibéityctd
coverage. Due to this family status change, Jane can elect family medical coverfige under
Clermont County's medical plan outside of annual Open Enroliment.

7 SECTION - INTRODUCTION
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SECTION-HOW THBLAN WORKS

What this section includes:
Yy Accessing Benefits.

Yy Eligible Expenses.
Yy Annual Deductible.
y  Coinsurance.

Yy Out-of-Pocket Maximum.

Accessing Benefits

As a participant in this Plan, you have the freedohotse the Physician or health care
professional you prefer each time you need to receive Covered Health Services. The choices
you make affect the amounts you pay, as well as the level of Benefits you receive and any
benefit limitations that may apply.

Youare eligible for the Network level of Benefits under this Plan when you receive Covered
Health Services from Physicians and other health care professionals who have contracted
with UnitedHealthcare to provide those services.

You can choose to receivesipmated Network Benefits, Network Benefits or-Non
Network Benefits.

Designated Network Benefitsapply to Covered Health Services that are provided by a
Network Physician or other provider that is identified as a Designated Provider. Only certain
Physicias and providers have been identified as a Designated Provider. Designated
Network Benefits are available only for specific Covered Health Services as identified in
Section 5Plan Highligh¥&hen Designated Network Benefits apply, they are included in and
subject to the same Annual Deductible ando®Bbcket Maximumrequirements as all

other Covered Health Services provided by Network providers.

Network Benefits apply to Covered Health Services that are provided by a Network
Physician or other Netwopkovider. You are not required to select a Primary Physician in
order to obtain Network Benefits. In general health care terminology, a Primary Physician
may also be referred to &ramary Care PhysitiRCP

Emergency Health Services are alwayapaidtwork Benefits. For facility charges, these

are Benefits for Covered Health Services that are billed by a Network facility and provided
under the direction of either a Network or-iN@twork Physician or other provider.

Network Benefits include Phyaitservices provided in a Network facility by a Network or

a nonNetwork Emergency room Physician, radiologist, anesthesiologist or pathologist.

Non-Network Benefits apply to Covered Health Services that are provided by a non
Network Physician or othermdletwork provider, or Covered Health Services that are
provided at a neNetwork facility. In general health care terminology:Nébmork
Benefits may also be referred to asaditetwork Benefits.

8 SECTIONB - HOWTHEPLANWORKS
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Depending on the geographic area and the servicegive,rgou may have access through
UnitedHealthcare's Shared Savings Program-téetaork providers who have agreed to
discounts negotiated from their charges on certain claims for Covered Health Services. Refer
to the definition of Shared Savings PragraSection 14;5lossargf the SPD for details

about how the Shared Savings Program applies.

You must show your identification card (ID card) every time you request health care services
from a Network provider. If you do not show your ID card, Netwarkigeers have no way

of knowing that you are enrolled under the Plan. As a result, they may bill you for the entire
cost of the services you receive.

Generally, when you receive Covered Health Services from a Network provider, you pay less
than you would you receive the same care from aNetwork provider. Therefore, in
most instances, your eaftpocket expenses will be less if you use a Network provider.

If you choose to seek care outside the Network, the Plan generally pays Benefits at a lower
level You are required to pay the amount that exceeds the Eligible Expense. The amount in
excess of the Eligible Expense could be significant, and this amount does not apply to the
Out-of-Pocket Maximum. You may want to ask theNetwork provider about théebilled

charges before you receive care.

Health Services from NonNetwork Providers Paid as Network Benefits

If specific Covered Health Services are not available from a Network provider, you may be
eligible to receive Network Benefits when Covered Heealtttes are received from a-non
Network provider. In this situation, your Network Physician will notify UnitedHealthcare,
and if UnitedHealthcare confirms that care is not available from a Network provider,
UnitedHealthcare will work with you and youmidelt Physician to coordinate care

through a notNetwork provider.

Looking for a Network Provider?

In addition to other helpful informatiomyww.myuhc.com UnitedHealthcare's
consumer website, contains a directory of health care professionals iesdrfacilit
UnitedHealthcare's Network. While Network status may change from time to tim
www.myuhc.comhas the most current source of Network information. Use
www.myuhc.comto search for Physicians available in your Plan.

A\1%4

Network Providers

UnitedHealthcare or its affiliates arrange for health care providers to participate in a
Network.At your request, UnitedHealthcare will send you a directory of Network providers
free of chargd&eep in mind, a provider's Network status may changerifyoa provider's

status or request a provider directory, you can call UnitedHealthcare at the number on your
ID card or log ontavww.myuhc.com

Network providers are independent practitioners and are not employees of Clermont
County otUnitedHealthcare.

UnitedHealthcare's credentialing process confirms public information about the providers'
licenses and other credentials, but does not assure the quality of the services provided.
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Before obtaining services you should always verify therklstatus of a provider. A
provider's status may change. You can verify the provider's status by calling
UnitedHealthcare. A directory of providers is available onkmavainyuhc.comor by
calling the number on your ID card to request a copy.

It is posible that you might not be able to obtain services from a particular Network
provider. The network of providers is subject to change. Or you might find that a particular
Network provider may not be accepting new patients. If a provider leaves the deswork
otherwise not available to you, you must choose another Network provider to get Network
Benefits.

If you are currently undergoing a course of treatment utilizing\eetvaork Physician or

health care facility, you may be eligible to receivedraotitare Benefits. This transition
period is available for specific medical services and for limited periods of time. If you have
guestions regarding this transition of care reimbursement policy or would like help
determining whether you are eligibla@rborsition of care Benefits, please contact
UnitedHealthcare at the number on your ID card.

Do not assume that a Network provider's agreement includes all Covered Health Services.
Some Network providers contract with UnitedHealthcare to provide onilyCeviared

Health Services, but not all Covered Health Services. Some Network providers choose to be
a Network provider for only some of UnitedHealthcare's products. Refer to your provider
directory or contact UnitedHealthcare for assistance.

Designated Poviders

If you have a medical condition that UnitedHealthcare believes needs special services,
UnitedHealthcare may direct you to a Designated Provider chosen by UnitedHealthcare. If
you require certain complex Covered Health Services for which ezpienitee j
UnitedHealthcare may direct you to a Network facility or provider that is outside your local
geographic area. If you are required to travel to obtain such Covered Health Services from a
Designated Provider, UnitedHealthcare may reimburse travigiexpenses at
UnitedHealthcare's discretion.

In both cases, Network Benefits will only be paid if your Covered Health Services for that
condition are provided by or arranged by the Designated Provider or other provider chosen
by UnitedHealthcare.

Youor your Network Physician must notify UnitedHealthcare of special service needs (such
as transplants or cancer treatment) that might warrant referral to a Designated Provider. If
you do not notify UnitedHealthcare in advance, and if you receive semieesdn

Network facility (regardless of whether it is a Designated Provider) or otNetvinank

provider, Network Benefits will not be paid. N@twork Benefits may be available if the
special needs services you receive are Covered Health Semhods Banefits are

provided under the Plan.

Limitations on Selection of Providers

If UnitedHealthcardetermines that you are using health care services in a harmful or
abusive manner, or with harmful frequency, your selection of Network providers may be
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limited. If this happens, you may be required to select a single Network Physician to provide
and coordinate all of your future Covered Health Services.

If you don't make a selection within 31 days of the date you are kbtitextlealthcare
will seleca single Network Physician for you. In the event that you do not use the selected
Network Physician, Covered Health Services will be paid-aeNark Benefits.

Eligible Expenses

Clermont County has delegated to UnitedHealthcatesthetion and aubhity to decide
whether a treatment or supply is a Covered Health Service and how the Eligible Expenses
will be determined and otherwise covered under the Plan.

Eligible Expenses are the amount UnitedHealthcare determines that UnitedHealthcare will
pay forBenefits. For Designated Network Benefits and Network Beyefitare not

responsible for any difference between Eligible Expenses and the amount the provider
bills.For NonNetwork Benefits, you are responsible for paying, directly to the non

Netwak provider, any difference between the amount the provider bills you and the amount
UnitedHealthcare will pay for Eligible Expenses. Eligible Expenses are determined solely in
accordance with UnitedHealthcare's reimbursement policy guidelines, at ideberibe

SPD.

For Designated Network Benefits and Network BenefitsEligible Expenses are based
on the following:

Yy~ When Covered Health Services are received from a Designated Network and
Network provider, Eligible Expenses are UnitedHealthcare's corfra(dgdith
that provider.

Yy When Covered Health Services are received fromaNehsark provider as a result
of an Emergency or as arranged by UnitedHealthcare, Eligible Expenses are an
amount negotiated by UnitedHealthcare or an amount permitted bgdaw. P
contact UnitedHealthcare if you are billed for amounts in excess of your applicable
Coinsurance, Copayment or any deductible. The Plan will not pay excessive charges
or amounts you are not legally obligated to pay.

For Non-Network Benefits, EligibleExpenses are based on either of the following:
Yy~ When Covered Health Services are received fromaNetwark provider, Eligible
Expenses are determined, based on:

- Negotiated rates agreed to by theMetwork provider and either
UnitedHealthcare or one ohltedHealthcare's vendors, affiliates or subcontractors,
at UnitedHealthcare's discretion.

- If rates have not been negotiated, then one of the following aaypligs based
on the claim type
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Eligible Expenses are determined based on 110% of thegoutalisls allowed
by theCenters for Medicare and Medicaid Serfacddddibise for the same or
similar service within the geograpiéecket, with the exception of the following:

1 50% of CMS for the same or simitaestandingaboratory service.

1 45% of CMS for the same or similar durable medical equfponeat
freestanding suppli@r CMS competitive bid rates.

When a rate is not published@iySfor the service, UnitedHealthcare uses an

available gap methodology to determine a rate fontloe ses follows:

1 For services other than Pharmaceutical Products, UnitedHealthcare uses a
gap methodology establishedipyumIinsigimd/or a third party vendor
that uses a relative value soathe amount typically accepted by a provider
for the samer similar service location and resources of the sditvece
relative value scatey bebased on the difficulty, time, work, rlskation
and resources of the service. If the relative value scale(s) currently in use
become no longer available, Unitexitheare will use a comparable scale(s).
UnitedHealthcare a@ptuminsigire related companies through common
ownership by UnitedHealth Group. Refer to UnitedHealthcare's website at
www.myuhc.comfor information regarding the vendor that provides the
appicable gap fill relative value scale information.

1 For Pharmaceutical Products, UnitedHealthcare uses gap methodologies that
are similar to the pricing methodology used\g and produce fees based
on published acquisition costs or average wholesal®ptie
pharmaceuticals. These methodologies are currently créaiddeayth
SystemEhomson Resufpublished in iRed Bopkor UnitedHealthcare
based on an internally developed pharmaceutical pricing resource.

1 When a rate is not published@iySfor the service and a gap methodology
does not apply to the service, the Eligible Expense is based on 50% of the
provider's billed charge.

UnitedHealthcare updates @&ISpublished rate data on a regular basis when
updated data fro@MSbecomes avail@lThese updates are typically implemented
within 30 to 90 days af@éMSupdates its data.

IMPORTANT NOTICE : Non-Network providers may bill you for any difference
between the provider's billed charges and the Eligible Expense described here.

12
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Don't Forget Your ID Card
Remember to show your ID card every time you receive health care services from a
provider. If you do not show your ID card, a provider has no way of knowing thaf you
are enrolled under the Plan.

Annual Deductible

The Annual Deductible is taenount of Eligible Expenses you must pay each calendar year
for Covered Health Services before you are eligible to begin receiving Benefits. There are
separate Network and nbletwork Annual Deductibles for this Pl@he amounts you pay
toward your Annal Deductible accumulate over the course of the calendar year.

Amounts paid toward the Annual Deductible for Covered Health Services that are subject to
a visit or day limit will also be calculated against that maximum benefit limit. As a result, the
limited benefit will be reduced by the number of days or visits you used toward meeting the

Annual Deductible.

Coinsurance

Coinsurance is the percentage of Eligible Expenses that you are responsible for paying.
Coinsurance is a fixed percentage that apptiegdaon Covered Health Services after you
meet the Annual Deductible.

Outof-Pocket Maximum

The annual Owbf-Pocket Maximum is the most you pay each calendar year for Covered
Health Services. There are separate Network amehwsark Outof-Pocket Maxinms

for this Planlf your eligible oubf-pocket expenses in a calendar year exceed the annual
maximum, the Plan pays 100% of Eligible Expenses for Covered Health Services through
the end of the calendar year.

The Outof-Pocket Maximum appliesath Covered Health Services under the Plan,
including Covered Health Services provided under your outpatient prescription drug plan.

The following table identifies what does and does not apply towaxetyeank and non
Network Outof-Pocket Maximums:
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Plan Features

Applies to the
Network Out-of-
Pocket Maximum?

Applies to the
Non-Network
Out-of-Pocket

Maximum?
Payments toward the Annual Deductible Yes Yes
Coinsurance for Covered Health Service
available under your outpatient prescripti Yes Yes
drug plan
Charges for neovered Health Services No No
The amounts of any reductions in Benefi
you incur by nobbtaining prior No No
authorization as required
Charges that exceed Eligible Expenses No No

14
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SECTION4ERSONAHEALTH SUPPORND PRIOR AUTHORIION

What this section includes:
Yy An overview of the Personal Health Suppagram.

y Covered Health Services which Redirig Authorization.

Care Management

When you seek prior authorization as required, the Claims Administrator will work with you
to implement the care management process and to provide you with information about
additional services that are available tosyoh as disease management programs, health
education, and patient advocacy.

UnitedHealthcare provides a program called Personal Health 8egigoed to encourage
personalized, efficient care for you and your covered Dependents

Personal HealtBupport Nursesenter their efforts on prevention, education, and closing
any gaps in your care. The goal of the program is to ensure you receive the most appropriate
and coskffective services available.

If you are living with a chronic condition eating with complex health care needs,
UnitedHealthcare may assign to you a primary nurse, referred to as a Personal Health
Support Nursdp guide you through your treatment. This assigned nurse will answer
guestions, explain options, identify your ne@adsmay refer you to specialized care

programs. The Personal Health Support Nurse will provide you with their telephone number
so you can call them with questions about your conditions, or your overall health and well
being.

Personal Health Support Nursel provide a variety of different services to help you and

your covered family members receive appropriate medical care. Program components are
subject to change without notice. When the Claims Administrator is called as required, they
will work withyou to implement the Personal Health Suggodess and to provide you

with information about additional services that are available to you, such as disease
management programs, health education, and patient advocacy. As of the publication of this
SPD.the Personal Health Suppprbgram includes:

y" Admission counseling- Personal Health Support Nuraes available to help you
prepare for a successful surgical admission and recovery. Call the number on your
ID card for support.

Yy Inpatient care managemen- If you are hospitalizedPa&rsonal Health Support
nursewill work with your Physician to make sure you are getting the care you need
and that your Physician's treatment plan is being carried out effectively.

Yy Readmission Management This program sees as a bridge between the Hospital
and your home if you are at high risk of being readmitted. After leaving the Hospital,
if you have a certain chronic or complex condition, you may receive a phone call
from a Personal Health Support Nuseonfirmthat medications, needed
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equipment, or followp services are in place. The Personal Health Support
Nursewill also share important health care information, reiterate and reinforce
discharge instructions, and support a safe transition home.

Y Risk Managament - Designed for participants with certain chronic or complex
conditions, this program addresses such health care needs as access to medical
specialists, medication information, and coordination of equipment and supplies.
Participants may receive a mhoall from a Personal Health Support Narse
discuss and share important health care information related to the participant's
specific chronic or complex condition.

y Cancer Management You have the opportunity to engage with a nurse that
specializesicancer, education and guidance throughout your care path.

Yy Kidney Management- You have the opportunity to engage with a nurse that
specializes in kidney disease, education and guidance with CDK stage 4/5 or ESRD
throughout your care path.

If you do not eceive a call from a Personal Health Support Nutréeel you could benefit
from any of these programs, please call the number on your ID card.

Prior Authorization

UnitedHealthcare requires prior authorization for c&taiared Health Services.
Network Primary Physicians and other Network providers are responsible for obfaining
prior authorization before they provide these services to you.

It is recommended that you confirm with the Claims Administrator that all Géeaitad

Services listed below have been prior authorized as required. Before receiving these services
from a Network provider, you may want to contact the Claims Administrator to verify that

the Hospital, Physician and other providers are Network prandetsat they have

obtained the required prior authorizatietwork facilities and Network providers cannot

bill you for services they fail to prior authorize as required. You can contact the Claims
Administrator by calling the number on your ID card.

When you choose to receive certain Covered Health Services fivetwarnk providers,

you are responsible for obtaining prior authorization before you receive these services. Note
that your obligation to obtain prior authorization is also applicabla wbeNetwork

provider intends to admit you to a Network facility or refers you to other Network

providers.

To obtain prior authorization, call the number on your ID cardThis call starts the

utilization review proce$3nce you have obtained the auttadion, please review it

carefully so that you understand what services have been authorized and what providers are
authorized to deliver the services that are subject to the authorization.

The utilization review process is a set of formal techniqueedésigionitor the use of,

or evaluate the clinical necessity, appropriateness, efficacy, or efficiency of, health care
services, procedures or settings. Such techniques may include ambulatory review, prospective
review, second opinion, certification, commt review, case management, discharge

planning, retrospective review or similar programs.
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Contacting UnitedHealthcareor Personal Health Support is easy.
Simply call the number on your ID card.

Network providers are responsible for obtaining authrorization from the Claims
Administrator before they provide certain services to you.

When you choose to receive certain Covered Health Services fidetvwank providers,
you are responsible for obtaining prior authorization from the Claims Adtomigfore
you receive these services. In many cases, yoNieNwork Benefits will be reduced if the
Claims Administratdras not provided prior authorization.

Services for which you are required to obtain prior authorization are identified i6,Section
Additional Coverage Detdiigh each Covered Health Service Benefit description. Please
note that prior authorization timelines apply. Refer to the applicable Benefit description to
determine how far in advance you must obtain prior authorization.

Special Note Regarding Medicare

If you are enrolled in Medicare on a primary basis (Medicare pays before the Plan pays
Benefits) the prior authorization requirements do not apply to you. Since Medicare is the
primary payer, the Plan will pay as secondayasmdescribed in SectionCdhrdination of
Benefits (COBpu are not required to obtain authorization before receiving Covered Health
Services.
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SECTIONHLAN HIGLIGHTS

What this section includes:
Yy Payment Terms and Features.

Yy Schedule of Benefits.

Payment Terms and Features

The table below provides an overviethefPlan's Annual Deductible and-OfiPocket
Maximum

Non-Network

Plan Features Network Amounts
Amounts

Annual Deductible

Yy Individual. $3,000 $6,000

Yy Family (not to exceed the applicabls
Individual amount for all Covered
Persons in a family).

Coupons:The Plan Sponsor may not

: : $6,000
permitcertain coupons or offers from
pharmaceutical manufacturers or an
affiliate to apply to your Annual
Deductible.

$12,000

Annual Out-of-Pocket Maximum

Yy Individual (single coverage). $4,000 $10,000

y' Family (not to exceed the applicabls
Individualamount for all Covered
Persons in a family).

Coupons:The Plan Sponsor may not
permit certain coupons or offers from
pharmaceutical manufacturers or an
affiliate to apply to your Annual Gaft
Pocket Maximum.

$8,000 $20,000

The Annual Deductible appltesvard the
Out-of-Pocket Maximum for all Covere(
Health Services.
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Plan Features

Non-Network

Network Amounts
Amounts

Lifetime Maximum Benefit

There is no dollar limit to the amount th
Plan will pay for essential Benefits duri
the entire period you are enrolled in thi
Plan.

Generally the following are considered
be essential benefits underRiadient
Protection and Affordable Care Act:

Ambulatory patient services; emergenc
services, hospitalization; maternity and
newborn caréylental Healtland
Substanc®elated and Adtiive
Disordersservices (including behavioral
health treatment); prescription drug
products; rehabilitative and habilitative
services and devices; laboratory servic
preventive and wellness services and
chronic disease management; and ped

servicesincluding oral and vision care).

Unlimited

19
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Schedule of Benefits

This table provides an overview of the Plan's coverage levels. For detailed descriptions of

your Benefits, refer to Sectio\@ditional Coverage Details

Covered Health Service's

Benefit

(The Amount Payable by the Plan base
on Eljgible Expenses)

Network

Non-Network

Acupuncture Services

See Section Additional Coverage Dé&bails
limits.

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Ambulance Services

y" Emergency Ambulance.

Yy Non-Emergency Ambulance.

Ground or air ambulance, as the Claim
Administrator determines appropriate.

Ground and/or Air
Ambulance

90% after you meet
the Annual
Deductible

90% after you meet
the Annual
Deductible

Ground and/or Ai
Ambulance

90% after you mee

the Annual
Network

Deductible

70% after you mee
the Annual
Deductible

Cellular and Gene Therapy

Services must be received at a Design|
Provider.

Depending upon
where the Covered
Health Servicis
provided, Benefits
will be the same ag
those stated undel
each Covered Heal
Service category if
this section.

Non-Network
Benefits are not
available.
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Clinical Trials

Benefits are available when the Cover¢
Health Services are provided by either
Network or noANetwork providers.

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same ag
those stated under
each Covered Heall
Service category ir
this section.

Depending upon
where the Covere
Health Service is
provided Benefits
will be the same a
those stated unde|
each Covered
Health Service
category in this
section.

Congenital Heart Disease (CHD)
Surgeries

Depending upon where the Covered
Health Service is provided, Benefits for
diagnostic services, cardiatheterization
and nomrsurgical management of CHD

will be the same as those stated under
Covered Health Service category in thi
section.

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Dental Services Accident Only

See Section Additional Coverage Dé&bails
limits.

90% after you meet
the Annual
Deductible

90% after you mee

the Annual
Network

Deductible

Dental Anesthesia

See Section Additional Coverage Dé&bails
limits.

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Diabetes Services

Diabetes SeManagement and Training|
Diabetic Eye Examinations/Foot Care

Diabetes SeManagement ltems
Yy  Diabetes equipment.

y' Diabetes supplies.

Depending upon
where the Coverec
Health Service is
provided, Benefits
for diabetes self
management and
training/diabetic eyé¢
examinations/foot
care will be paid th¢
same as those stat
under each Covere
Health Service
category in this
section.

Benefits for diabete
equipment will be
the same as thoseg

stated undddurable

Medical Equipmant

this section.

For diatetes supplie
the Benefit i90%
after you meet the
Annual Deductible.

Depending upon
where the Covere
Health Service is
provided Benefits
for diabetes self
management and
training/diabetic
eye
examinations/foot
care will be paid th
same as those stat
under each Coversg
Health Service
category in this
section.

Benefits for
diabetes equipmel
will be the same a|
those stated unde|

Durable Medical
Equipmeint this
section.

For diabetes
supplies the Benef
is 70% after you
meet the Annual
Deductible.

Durable Medical Equipment (DME)

SeeDurable Medical Equipmé&gction 6,
Additional Coveiaggilsfor limits.

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Emergency Health Services
Outpatient

90% after you meet
the Annual
Deductible

90% after you mee

the Annual
Network

Deductible

Enteral Nutrition

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Gender Dysphoria

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same ag
those stated undel
each Covered Heal
Servie category in
the Schedule of Ben

Depending upon
where the Covere
Health Service is
provided, Benefitg
will be the same a|
those stated unde|
each Covered
Health Service
category in the
Schedule of Bene

Home Health Care

See Section Bdditional Coverage Débails
limits.

90% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

Hospice Care

90% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

Hospital - Inpatient Stay

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Lab, X-Ray and Diagnostics-
Outpatient

Yy Lab Testing Outpatient.

Yy X-Ray and Other Diagnostic Testin(
Outpatient.

y  Mammogram.

90% after you meet
the Annual
Deductible

90% after you meet
the Annual
Deductible

100%

70% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

Not Applicable

Lab, X-Ray and Major Diagnosticsd
CT, PET, MRI, MRA and Nuclear
Medicine - Outpatient

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Mental Health Services

y Inpatient.

y  Outpatient.

90% after you meet
the Annual
Deductible

90% after you meet
the Annual
Deductible

90% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual

Deductible

70% after you mee
the Annual
Deductible

70% after you mee
the Annual
Deductible

70% for Partial
Hospitalization/Int
ensive Outpatient
Treatment after yo
meet theAnnual
Deductible

24

SECTIOND - PLANHIGHLIGHTS



CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Neurobiological Disorders- Autism
Spectrum Disorder Services

Yy Inpatient.

y" Outpatient.

90% after you meet
the Annual
Deductible

90% after you meet
the Annual
Deductible

90% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual
Deductible

Not Covered

Nutritional Counseling

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Ostomy Supplies

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Pharmaceutical Products Outpatient

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Physician Fees for Surgical and
Medical Services

Covered Health Services provided by ¢

non-Network consulting Physician,

assistant surgeon or a surgical assistal

Network facility will be pamb Network

Benefits. In order to obtain the highest
level of Benefits, you should confirm th

90% after youneet
the Annual
Deductible

70% after you meg
the Annual
Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Network status of these providers prior
obtaining Covered Health Services.

Physician's Office Services Sickness
and Injury

Yy Primary Physician.

Yy Specialist Physician.

90% after you meet
the Annual
Deductible

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Pregnancyd Maternity Services

A Deductible will not apply for a newbo
child whose lengthf stay in the Hospital
is the same as the mother's length of s]

Benefits will be the

same as those stat

under each Covere
Health Service
category in this

Benefits will be the

same as those stal

under each Covere
Health Service
categoryn this

section. section.

Preventive Care Services

y PhySiCian Office Services. 100% 70% after you mee
the Annual
Deductible

y Lab, xray or Other Preventive Testj 100% 70% after you meg
the Annual
Deductible

Yy Breast Pumps. 100% 70% after you meg
the Annual
Deductible

Prosthetic Devices 90% after you meet 70% after you mee

See Section Bdditional Coverage Détails the Annual the Annual

limits. Deductible Deductible
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Reconstructive Procedures

Depending upon
where the Covered
Health Service is
provided, Benefits
will be the same ag
those stated undel
each Covered Heal
Service category if
this section.

Depending upon
where the Covere
Health Service is
provided, Benefitg
will be the same a|
those stated unde
each Covered
Health Service
category in this
section.

Rehabilitation Services Outpatient
Therapy and Manipulative Treatment

See Section Bdditional Coverage Débails
visit limits.

90% after you meet
the Annual
Deductible

70%after you mee
the Annual
Deductible

Scopic Procedures Outpatient
Diagnostic and Therapeutic

y  Colonoscopy.

90% after you meet
the Annual
Deductible

100%

70% after you mee
the Annual
Deductible

Not Applicable

Skilled Nursing Facility/Inpatient
Rehabilitation Facility Services

See Section Bdditional Coverage Débails
limits.

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Spine and Joint Surgeries

Depending upon where the Covered

Health Service is provided, Benefits for
diagnostic services, implant fees, DME
and supplies and neargical manageme
of spine and joint services will be the si
as those stated under each Covered H

9% after you meet
the Annual
Deductible

Non-Network
Benefits are not
available
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Service categom this Schedule of
Benefits.

SubstanceRelated and Addictive
Disorders Services

Yy Inpatient.

Yy Outpatient.

90% after you meet
the Annual
Deductible

90% after you meet
the Annual
Deductible

90% for Partial
Hospitalization/Inte
nsive Outpatient
Treatment after you
meet theAnnual
Deductible

70% after you meg
the Annual
Deductible

70% after you meg
the Annual
Deductible

70% for Partial
Hospitalizatiofint
ensive Outpatient
Treatment after yo
meet theAnnual
Deductible

Surgery- Outpatient

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Therapeutic Treatments- Outpatient

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

For dialysis service
Non-Network
Benefits are not
available.
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Covered Health Servicés

Benefit

(The Amount Payable by the Plan base
on Eligible Expenses)

Network

Non-Network

Transplantation Services

For Network Benefits, transplantation
services must be receia@ Designated
Provider. The Claims Administrator do¢
not require that cornea transplants be
performed at a Designated Provider in
order for you to receive Network Benef|

Depending upon
where the Coverec
Health Service is
provided, Benefits
will bethe same as
those stated undel
each Covered Heal
Service category ir

this section.

Non-Network
Benefits are not
available

Urgent Care Center Services

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible

Urinary Catheters

90% after you mee
the Annual
Deductible

70% after you meg
the Annual
Deductible

Virtual Visits

Network Benefits are available only wh
services are delivered through a
Designated Virtual Network Provider. Y
can find a Designated Vial Network
Provider by going t@ww.myuhc.comor
by calling the telephone number on yol
ID card.

90% after you meet
the Annual
Deductible

Non-Network
Benefits are not
available.

Vision Care

Yy Lenses Post Cataract Surgery.

See Section AdditionaCoverage Dettils
limits.

90% after you meet
the Annual
Deductible

70% after you meg
the Annual
Deductible
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Benefit
) (The Amount Payable by the Plan base
Covered Health Servicés on Eligible Expenses)

Network Non-Network
Wigs
See Section 6, Additional Coverage Detail| 90% after you meet 70% after you mee
limits. the Annual the Annual

Deductible Deductible

1Please obtain prior authorization from the Claims Administrator before receiving Covered Health
Services, as described in Sectiddditional Coverage Details.
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SECTION-GADDITIOAL COVERAGE DETAILS

What this section includes:
Yy Covered Health Services for which the Plan pays Benefits.

Yy Covered Health Services that require you to obtain prior authorization beforejyou
receive them, and any reduction in Benefits that may apply if you do not call jo obtain
prior authorization.

This section supplements the second table in Sed?ian Highlights

While the table provides you with Benefit limitations alon@uiitsuance and Annual

Deductible information for each Covered Health Service, this section includes descriptions

of the Benefits. These descriptions include any additional limitations that may apfly

as Covered Health Services for which youabten prior authorization from the Claims
Administrator as requirethe Covered Health Services in this section appear in the same

order as they do in the table for easy reference. Services that are not covered are described in
Section 8Exclusions drdhitations

Acupuncture Services
The Plan pays for acupuncture services for pain therapy provided that the service is
performed in an office setting by a provider who is one of the following, either practicing
within the scope of his/her license (if skaense is available) or who is certified by a
national accrediting body:

y" Doctor of Medicine.

Yy Doctor of Osteopathy.

y" Chiropractor.

Yy Acupuncturist.
Covered Health Services include treatment of nausea as a result of:

Yy~ Chemotherapy.
Yy Pregnancy.
Yy Postoperativegrocedures.

Any combination of Network Benefits and Ndatwork Benefits is limited 1@
treatments per calendar year.

Did you knowé
You generally pay less-ot{pocket when you use a Network provider?

Ambulance Services

The Plan covers Emergency amibce services and transportation provided by a licensed
ambulance service to the nearest Hospital that offers Emergency Health Services. See
Section 14Glossafgr the definition of Emergency.

31 SECTION - ADDITIONACOVERAGEETAILS



CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

Ambulance service by air is covered in an Emergency if gemspartation is impossible,

or would put your life or health in serious jeopardy. If special circumstances exist,
UnitedHealthcare may pay Benefits for Emergency air transportation to a Hospital that is
not the closest facility to provide Emergencytii8alvices.

The Plan also covers nBmergency transportation provided by a licensed professional
ambulance (either ground or air ambulance, as UnitedHealthcare determines appropriate)
between facilities when the transport is:

Yy From a norANetwork Hospitato a Network Hospital.

To a Hospital that provides a higher level of care that was not available at the
original Hospital.

y
Yy To a more costffective acute care facility.
y

From an acute facility to a satute setting.

Prior Authorization Requirement

In mostcases, the Claims Administrator will initiate and dire@mergency
ambulance transportatidfar Non-Network Benefitsf you are requesting non
Emergencyirambulance servicésicluding any affiliated né&mergency ground
ambulance transport inngonction with norfEmergency air ambulance transpple¢pgse
remember that you must obtain prior authorization as soon as possible prior to tfansport.

If you fail to obtain prior authorization as required, Benefits will be reduced to 50p6 of
Eligible Expases.

Cellular and Gene Therapy

Cellular Therapy and Gene Therapy received on an inpatient or outpatient basis at a
Hospital or on an outpatient basis at an Alternate Facility or in a Physician's office.

Benefits for CAR therapy for malignancies previded as described und@esnsplantation
Services

Clinical Trials

Benefits are available for routine patient care costs incurred during participation in a
gualifying Clinical Trial for the treatment of:

y  Cancer or other |{hreatening disease or cibiod. For purposes of this benefit, a
life-threatening disease or condition is one from which the likelihood of death is
probable unless the course of the disease or condition is interrupted.

y  Cardiovascular disease (cardiac/stroke) which is not liferthmgafor which, as
UnitedHealthcare determines, a Clinical Trial meets the qualifying Clinical Trial
criteria stated below.
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Yy Surgical musculoskeletal disorders of the spine, hip and knees, which are not life
threatening, for which, as UnitedHealthcaermees, a Clinical Trial meets the
qualifying Clinical Trial criteria stated below.

Yy Other diseases or disorders which are not life threatening for which, as
UnitedHealthcare determines, a Clinical Trial meets the qualifying Clinical Trial
criteria statedelow.

Benefits include the reasonable and necessary items and services used to prevent, diagnose
and treat complications arising from participation in a qualifying Clinical Trial.

Benefits are available only when the Covered Person is clinicallfoelpgitileipation in
the qualifying Clinical Trial as defined by the researcher.

Routine patient care costs for qualifying Clinical Trials include:

Yy Covered Health Services for which Benefits are typically provided absent a Clinical
Trial.

Yy Covered Healthe®Bvices required solely for the provision of the Experimental or
Investigational Service(s) or item, the clinically appropriate monitoring of the effects
of the service or item, or the prevention of complications.

Yy Covered Health Services needed for relalgomad necessary care arising from the
provision of an Experimental or Investigational Service(s) or item.

Routine costs for Clinical Trials do not include:

Yy The Experimental or Investigational Service(s) or item. The only exceptions to this
are:

- CertainCategorydgvices.

- Certain promising interventions for patients with terminal illnesses.

- Other items and services that meet specified criteria in accordance with
UnitedHealthcare's medical and drug policies.

Yy Items and services provided solely to sa@idycdllection and analysis needs and
that are not used in the direct clinical management of the patient.

y A service that is clearly inconsistent with widely accepted and established standards
of care for a particular diagnosis.

Yy Items and services providgdthe research sponsors free of charge for any person
enrolled in the trial.

With respect to cancer or other-tieeatening diseases or conditions, a qualifying Clinical
Trial is a Phase |, Phase II, Phase IIl, or Phase IV Clinical Trial that isscoindetation

to the prevention, detection or treatment of cancer or othéréégening disease or
condition and which meets any of the following criteria in the bulleted list below.

With respect to cardiovascular disease, musculoskeletal distrdesging, hip and knees
and other diseases or disorders which are rtrétgening, a qualifying Clinical Trial is a
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Phase I, Phase Il, or Phase Il Clinical Trial that is conducted in relation to the detection or
treatment of such ndife-threatemg disease or disorder and which meets any of the
following criteria in the bulleted list below.

y

Federally funded trials. The study or investigation is approved or funded (which may
include funding through-kind contributions) by one or more of the fwllog:

National Institutes of Health (lit¢)JudedNational Cancer Institute YNCI)

Centers for Disease Control and Prevention (CDC)

Agency for Healthcare Research and Quality (AHRQ)

Centers for Medicare and Medicaid Setvices (CMS)

A cooperativgroup or center of any of the entities described above or the
Department of Defense @@i2)Veterans Administration (VA)

A qualified norgovernmental research entity identified in the guidelines issued by
theNational Institutes of Healttenteisupport grants.

TheDepartment of Veterans Atfeidepartment of DeterteeDepartment of Energy
as long as the study or investigation has been reviewed and approved through a
system of peer review that is determined byatbwetary of Healtilanthn Services

to meet both of the following criteria:

Comparable to the system of peer review of studies and investigations used by
theNational Institutes of Health

Ensures unbiased review of the highest scientific standards by qualified
individuals Wwo have no interest in the outcome of the review.

The study or investigation is conducted under an investigational new drug
application reviewed by tHeS. Food and Drug Administration

The study or investigation is a drug trial that is exempt frorg bagman
investigational new drug application.

The Clinical Trial must have a written protocol that describes a scientifically sound
study and have been approved by all relevant institutional review boards (IRBS)
before participants are enrolled in tla. tUnitedHealthcare may, at any time,
request documentation about the trial.

The subject or purpose of the trial must be the evaluation of an item or service that
meets the definition of a Covered Health Service and is not otherwise excluded
under the Rin.

Prior Authorization Requirement
For Non-Network Benefitgjou must obtain prior authorization as soon as the posgibility
of participation in a Clinical Trial arises. If you fail to obtain prior authorization ag
required, Benefits will be reduced to 50®&ligible Expenses.

Congenital Heart Disease (CHD) Surgeries

The Plan pays Benefits for CHD surgeries which are ordered by a Physician. CHD surgical
procedures include surgeries to treat conditions such as coarctation of the aorta, aortic
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stenosis, tetfogy of fallot, transposition of the great vessels and hypoplastic left or right
heart syndrome.

UnitedHealthcare has specific guidelines regarding Benefits for CHD services. Contact
UnitedHealthcare at the number on your ID card for information absetghielelines.

The Plan pays Benefits for CHD services ordered by a Physician and received at a facility
participating in the CHD Resource Services program. Benefits include the facility charge and
the charge for supplies and equipment. Benefits fori@mpsinvices are described under
Physician Fees for Surgical and Medical Services

Surgery may be performed as open or closed surgical procedures or may be performed
through interventional cardiac catheterization.

Benefits are available for the followiktPGervices:

Yy Outpatient diagnostic testing.
Evaluation.
Surgical interventions.

Interventional cardiac catheterizations (insertion of a tubular device in the heart).

<SS S

Fetal echocardiograms (examination, measurement and diagnosis of the heart using
ultrasound technology).

Yy Approved fetal interventions.

CHD services other than those listed above are excluded from coverage, unless determined
by the Claims Administrator to be proven procedures for the involved diagnoses. Contact
CHD Resource Serviced#889367246 before receiving care for information about

CHD services. More information is also available at
www.myoptumhealthcomplexmedical.com

If you receive CHD services from a facility that is Desgynated Providethe Plan pays
Benefits as desbed under:
Yy Physician's Office Servie€ickness and Injury.
Yy Physician Fees for Surgical and Medical Services.
Scopic Procedure®utpatient Diagnostic and Therapeutic.
Therapeutic Treatment®utpatient.

Hospital- Inpatient Stay.

<SS S

Surgery Outpatiat.
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To receive Benefits under the CHD program, you must contact CHD Resource 1ervices
at 18889367246 prior to obtaining Covered Health Services. The Plan will only pay
Benefits under the CHD program if CHD provides the proper notification to the
Desigmted Provideperforming the services (even if yoursédr to a provider in that
Network).

Note. The services described untievel and LodgiregCovered Health Services only in
connection with CHD services received at a Congenital Heart Disease Resource Services
program.

Prior Authorization Requirement

For Covered Health Services required to be retyadikbsignated Providgrou must
obtan prior authorization from the Claims Administrator as soon as the possibility of a
CHD surgery arises. If you do not obtain prior authorization and if, as a result, the CHD
surgeries are not received Reaignated ProvideMetwork Benefits will apply.

For nonNetwork Benefits, if you fail to obtain prior authoriza®seoon as the
possibility of a CHD surgery arises. If you do not obtain prior authorézatexuired,
Benefits will be reduced to 50% of Eligible Expenses.

Dental ServicesAccidentOnly
Dental services are covered by the Plan when all of the following are true:

Yy Treatment is necessary because of accidental damage.

Yy Dental services are received from a Doctor of Dental Surgery or a Doctor of Medical
Dentistry.

Yy The dental damage is sevemough that initial contact with a Physician or dentist
occurs within 72 hours of the accident. (You may request an extension of this time
period provided that you do so within 60 days of the Injury and if extenuating
circumstances exist due to the sgwveirthe Injury.)

Please note that dental damage that occurs as a result of normal activities of daily living or
extraordinary use of the teeth is not considered having occurred as an accident. Benefits are
not available for repairs to teeth that areagadhas a result of such activities.

The Plan also covers dental care (oral examinatiays,»extractions and nsurgical
elimination of oral infection) required for the direct treatment of a medical condition limited
to:

Yy Dental services related to meatitransplant procedures.

y Initiation of immunosuppressive (medication used to reduce inflammation and
suppress the immune system).

y Direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental services to repair the damage causedidgntal Injury must conform to the
following timeframes: Treatment is started within three months of the accident, or if not a
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Covered Person at the time of the accident, within the first three months of coverage under
the Plan, unless extenuatinguoirstances exist (such as prolonged hospitalization or the
presence of fixation wires from fracture care), Treatment must be completed within 12
months of the accident, or if not a Covered Person at the time of the accident, within the
first 12 months of aerage under the Plan.

The Plan pays for treatment of accidental Injury limited to the following:

Emergency examination.

Necessary diagnostierays.

Endodontic (root canal) treatment.

Temporary splinting of teeth.

Prefabricated post and core.

Simple miniral restorative procedures (fillings).

Extractions.

SIS A S S

Posttraumatic crowns if such are the only clinically acceptable treatment.

Replacement of lost teeth due to the Injury by implant, dentures or bridges.

<,

Dental ServicedDental Anesthesia

The Plan pays if@ental services for a child under the age of 9, for someone with a chronic
disability, or for someone that has a medical condition that requires hospitalization or
general anesthesia.

Diabetes Services

Diabetes SeliManagement and Training/Diabetic Eye Examinations/Foot Care

Outpatient selmanagement training for the treatment of diabetes, education and medical
nutrition therapy servic&ervices must be ordered by a Physician and provided by
appropriately licensed or registered health care professiona

Benefits also include medical eye examinations (dilated retinal examinations) and preventive
foot care for diabetes.

Diabetic SelfManagement ltems

Insulin pump&nd supplies for the management and treatment of diabetes, based upon your
medical needinclude:

Yy Insulin pumps that are subject to all the conditions of coverage stated under Durable
Medical EquipmerfDME).

Blood glucose monitors, including continuous glucose monitors.

Insulin syringes with needles.

<SS

Blood glucose and urine test strips.
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Yy Ketone test strips and tablets.
Yy Lancets and lancet devices.

Benefits for diabetes equipment that meet the definitiorrablBwedical Equipment are
subject to the limit stated undarrable Medical Equipimémis section.

Prior Authorization Requirement

For NonNetwork Benefits you must obtain prior authorization from the Claims
Administrator before obtaining any Durable Medical Equipment for the managengent and
treatment of diabetes that exceeds $1,000 in cost (either retail purchase cost @ fcumulativ
retail rental cost of a single item). If you fail to obtain prior authorization as requifed,
Benefits will be reduced to 50% of Eligible Expenses.

Durable Medical Equipment (DME)
The Plan pays for Durable Medical Equipment (DME) that is:

Ordered or proded by a Physician for outpatient use primarily in a home setting.
Used for medical purposes.

Not consumable or disposable except as needed for the effective use of covered
Durable Medical Equipment.

<SS S

Not of use to a person in the absence of a diseasalulitgi
y" Durable enough to withstand repeated use.

Benefits under this section include Durable Medical Equipment provided to you by a
Physician. If more than one piece of DME can meet your functional needs, Benefits are
available only for the equipmerdttmeets the minimum specifications for your needs.
Benefits are provided for a single unit of DME (example: one insulin pump) and for repairs
of that unit.

Examples of DME include but are not limited to:

y* Oxygen and the rental of equipment to adminisygieox(including tubing,
connectors and masks).

Equipment to assist mobility, such as a standard wheelchair.

A standard Hospitaype beds.

Negative pressure wound therapy pumps (wound vacuums).

Burn garments.

Insulin pumps and all related necessary supplaescribed undgiabetes Seruces
this section.

< SSSSKS XS

External cochlear devices and systems. Surgery to place a cochlear implant is also
covered by the Plan. Cochlear implantation can either be an inpatient or outpatient
procedure. Benefits for cochleaplantation are provided under the applicable
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medical/surgical Benefit categories in this SPIH&peal Inpatient Stay
Rehabilitation SenAgetpatient TherapgSurgeryOutpatient this section.

Yy Braces that stabilize an injured body part, including necessary adjustments to shoes
to accommodate braces. Braces that stabilize an injured body part and braces to treat
curvature of the spine are considered Durable Medical Equipment and are a Covered
Hedth Service. Braces that straighten or change the shape of a body part are orthotic
devices and are excluded from coverage. Dental braces are also excluded from
coverage.

Yy~ Mechanical equipment necessary for the treatment of chronic or acute respiratory
failure (except that aionditioners, humidifiers, dehumidifiers, air purifiers and
filters, and personal comfort items are excluded from coverage).

Benefits also includiedcatedspeeclyeneratingevices and trachesophageal voice
devices required for treatment of severe speech impediment or lack of speech directly
attributed to Sickness or Injury. Benefits for the purch#seseaflevices are available only
after complieng a required threaonth rental period.

Benefits under this section do not include any device, appliance, pump, machine, stimulator,
or monitor that is fully implanted into the body.

Note: DME is different from prosthetic deviceseeProsthetic Desticthis section.

Benefits fodedicatedpeeclyeneratingevices and trachesophageal voice devices are
limited to the purchase of one device during the entire period of time a Covered Person is
enrolled under the Plan. Benefits for repair/repladearefimited to once every three

years.

Benefits are provided for the repair/replacement of a type of Durable Medical Equipment
once every three calendar years.

At UnitedHealthcare's discretion, replacements are covered for damage beyond repair with
normal wear and tear, when repair costs exceed new purchase price, or when a change in the
Covered Person's medical condition occurs sooner than the three year timeframe. Repairs,
including the replacement of essential accessories, such as hoses, tupexasoeit,

for necessary DME are only covered when required to make the item/device serviceable and
the estimated repair expense does not exceed the cost of purchasing or renting another
item/device. Requests for repairs may be made at any timeremcalogect to the three

year timeline for replacement.

Cranial banding will be covered for infants up to 18 months.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorizdtamm the Claims
Administratobefore obtainingny Durable Medical Equipment that exceeds $1,00p in

cost (either retail purchase cost or cumulative retail rental cost of a single item). Jf you fail
to obtain prior authorization from the Claims Administrator, as required, Benefitsjwill be
reduced to 3B of Eligible Expenses.
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Emergency Health Servic&utpatient

The Plan's Emergency services Benefit pays for outpatient treatment at a Hospital or
Alternate Facility when required to stabilize a patient or initiate treatment.

Benefits under this sectioclude the facility charge, supplies and all professional services
required to stabilize your condition and/or initiate treatment. This includes placement in an
observation bed for the purpose of monitoring your condition (rather than being admitted
to a Hospital for an Inpatient Stay).

Network Benefits will be paid for an Emergency admission teNehwork Hospital as

long as the Claims Administrasonotified withid8 hourf the admission or on the same
day of admission if reasonably possibleyafteare admitted to a ndletwork Hospital.

The Claims Administrator may elect to transfer you to a Network Hospital as soon as it is
medically appropriate to do so. If you continue your stay inANetwark Hospital after

the date your Physician detemsithat it is medically appropriate to transfer you to a
Network Hospital, Network Benefits will not be provided.-Network Benefits may be
available if the continued stay is determined to be a Covered Health Service. Eligible
Expenses will be deterndnes described undeligible ExpenseSection 3ow the Plan
Works

Benefits under this section are available for services to treat a condition that does not meet
the definition of an Emergency.

Note: If you are confined in a ndietwork Hospital after you receive outpatient
Emergency Health Services, you must notify the Claims Administratdmwithin
business dawr on the same day of admission if reasonably possible. The Claims
Administrator maylect to transfer you to a Network Hospital as soon as it is medigally
appropriate to do so. If you choose to stay in thé\letwork Hospital after the date
the Claims Administrator decides a transfer is medically appropriate, Network B¢nefits
will not beprovided. NorNetwork Benefits may be available if the continued stay [s
determined to be a Covered Health Service.

Enteral Nutrition
Benefits are provided for enteral formulas and low protein modified food products,

administered either orally or by tédmling as the primary source of nutrition, for certain
conditions which require specialized nutrients or formulas. Examples of conditions include:
Yy Metabolic diseases such as phenylketonuria (PKU) and maple syrup urine disease.

y' Severe food allergies.

Yy Impared absorption of nutrients caused by disorders affecting the gastrointestinal tract.

Benefits for prescription or ovitie-counter formula are available when a Physician issues a
prescription or written order stating the formula or product is Medieag4dry for the
therapeutic treatment of a condition requiring specialized nutrients and specifying the
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guantity and the duration of the prescription or order. The formula or product must be
administered under the direction of a Physician or regisesitghdi

For the purpose of this Benefit, "enteral formulas" include:
Yy Amino aciebased elemental formulas.

y Extensively hydrolyzed protein formulas.

Yy Modified nutrient content formulas.

For the purpose of this Benefit, "severe food allergies" mean aleiciatleft untreated
will result in:

Yy Malnourishment.

y" Chronic physical disability.
Yy Intellectual disability; or

Yy Loss of life.

Gender Dysphoria
Benefits for the treatment of Gender Dysphoria limited to the following services:
Yy Psychotherapy for Gender Dysph and associatedwmrbid psychiatric
diagnoses are provided as described Medeal Heal8ervicesyour SPD.
y' Crosssex hormone therapy:

- Crosssex hormone therapy administered by a medical provider (for example during
an office visit) is provided described und@harmaceutical PraOcitpatiem
your SPD.

Yy Puberty suppressing medication injected or implanted by a medical provider in a
clinical setting.

y' Laboratory testing to monitor the safety of continuous-segdsormone therapy.
Yy Surgey for the treatment for Gender Dysphoria, including the surgeries listed below:
Male to Female:

- Clitoroplasty (creation of clitoris)

- Labiaplasty (creation of labia)

- Orchiectomy (removal of testicles)

- Penectomy (removal of penis)

- Urethroplastyreconstruction of female urethra)
- Vaginoplasty (creation of vagina)

Female to Male:
- Bilateral mastectomy or breast reduction
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- Hysterectomy (removal of uterus)

- Metoidioplasty (creation of penis, using clitoris)

- Penile prosthesis

- Phalloplasty (creation @énis)

- Salpingabophorectomy (removal of fallopian tubes and ovaries)
- Scrotoplasty (creation of scrotum)

- Testicular prosthesis

- Urethroplasty (reconstruction of male urethra)

- Vaginectomy (removal of vagina)

- Vulvectomy (removal of vulva)

Genital Surgery andBilateral Mastectomy or Breast Reduction Surgery
Documentation Requirements:

The Covered Person must provide documentation of the following for breast surgery:

y A written psychological assessment from at least one qualified behavioral health
provider expeenced in treating Gender Dysphoria. The assessment must document
that the Covered Person meets all of the following criteria:

- Persistent, wellocumented Gender Dysphoria.

- Capacity to make a fully informed decision and to consent for treatment.

- Must be 18ears or older.

- If significant medical ddental Healtltoncerns are present, they must be
reasonably well controlled.

The Covered Person must provide documentation of the following for genital surgery:

Yy A written psychological assessment from at leagtiadibed behavioral health
providers experienced in treating Gender Dysphoria, who have independently
assessed the Covered Person. The assessment must document that the Covered
Person meets all of the following criteria.

- Persistent, wellocumented Gend@&ysphoria.

- Capacity to make a fully informed decision and to consent for treatment.

- Must 18 years or older.

- If significant medical ddental Healtltoncerns are present, they must be
reasonably well controlled.

- Complete at least 12 months of successitihaous fultime realife experience in
the desired gender.

- Complete 12 months of continuous cigess hormone therapy appropriate for the
desired gender (unless medically contraindicated).
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Prior Authorization Requirement for Surgical Treatment
For Non-Network Benefitsjou must obtain prior authorization as soon as the posgibility
of surgery arises.

In addition, for NorNetwork Benefits, you must contact the Claims Administrator R4
hours before admission fam Inpatient Stay

It is important that you notify the Claims Administrator as soon as the possibility
of surgery arises. Your notification allows the opportunity for the Claims

Administrator to provide you with additional information and services that may bg¢
available to you and are designed tachieve the best outcomes for you.

14

If you fail to obtain prior authorization as required, Benefits will be reduced to 50p6 of
Eligible Expenses.

Prior Authorization Requirement for NonSurgical Treatment

Depending upon where the Covered Health Serpice/ided, any applicable prior
authorization requirements will be the same as those stated under each Covere§l Health
Service category in this section.

Home Health Care

Covered Health Services are services that a Home Health Agency provides if you need care
in your home due to the nature of your condition. Services must be:

Yy~ Ordered by a Physician.

Provided by or supervised by a registered nurse in your home, or provided by either
a home health aide or licensed practical nurse and supervised by a registered n

y
Yy Not considered Custodial Care, as defined in SectGlod<ary
y

Provided on a patime, Intermittent Care schedule when Skilled Care is required.
Refer to Section 1&Jossafgr the definition of Skilled Care.

The Claims Administrataiill determine if Skilled Care is needed by reviewing both the
skilled nature of the service and the need for Phydilgated medical management. A
service will not be determined to be "skilled" simply because there is not an available
caregiver.

Any canbination of Network Benefits and Nbietwork Benefits is limited G visits per
calendar year. One visit equals four hours of Skilled Care services.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior auttadion for nutritonal
foodsfrom the Claims Administrator five business days before receiving serviceq or as
soon as is reasonably possible. If you fail to obtain prior authorization as requiref,
Benefits will be reduced to 50% of Eligible Expenses.
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Hospice Care

Hospice are is an integrated program recommended by a Physician which provides comfort
and support services for the terminally ill. Hospice care can be provided on an inpatient or
outpatient basis and includes physical, psychological, social, spiritual acadedepitiee

terminally ill person, and shtetm grief counseling for immediate family members while

the Covered Person is receiving hospice care. Benefits are available only when hospice care
is received from a licensed hospice agency, which cam andlospital.

Prior Authorization Requirement

For Non-Network Benefits you must obtain prior authorization from the Claims
Administrator five business days before admission for an Inpatient Stay in a hospice
facility or as soon as is reasonably possible.

In addition, for NorNetwork Benefits, you must contact the Claims Administrator
within 24 hours of admission for an Inpatient Stay in a hospice fagdityfail to

obtain prior authorization as required, Benefits will be reduced to 50% of Eligiblg
Expenses.

Hospital Inpatient Stay
Hospital Benefits are available for:

Yy Non-Physician services and supplies received during an Inpatient Stay.
Yy Room and board in a Sepnivate Room (a room with two or more beds).

Yy Physician services for radiologists, arsskbgists, pathologists and Emergency
room Physicians.

The Plan will pay the difference in cost between gpBeate Room and a private room
only if a private room is necessary according to generally accepted medical practice.

Benefits for an Inpatietay in a Hospital are available only when the Inpatient Stay is
necessary to prevent, diagnose or treat a Sickness or Injury. Benefits for other Hospital
based Physician services are described in this sectidPhysagan Fees for Surgical and
Medic&ervices

Benefits for Emergency admissions and admissions of less than 24 hours are described
underEmergency Health SendS&sgerOutpatierfscopic Proced@etpatient Diagnostic
and TherapewitdTherapeutic Treatm@nitpatierrespectively.
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Prior Authorization Requirement

Please remember for Ndletwork Benefits, for:

Yy A scheduled admission, you must obtain prior authorization five business days before
admission.

Yy A nonscheduled admission (including Emergency admissions), ypromdes
notification as soon as is reasonably possible.

In addition, for NorNetwork Benefits, you must contact the Claims Administrator R4
hours before admission for scheduled admissions or asssaaasonably possible for
nonscheduled admissions (including Emergency admidbeutsjprization is not
obtained as required, or notification is not provided, Benefits will be reduced to 40% of
Eligible Expenses.

Lab, XRay and Diagnostie©upatient
Services for Sickness and Injetgted diagnostic purposes, received on an outpatient basis
at a Hospital or Alternate Facility include:
Yy Lab and radiology/Xay.
y° Mammography.
Benefits under this section include:

Yy The facility charge and the chdogesupplies and equipment.
Yy Physician services for radiologists, anesthesiologists and pathologists. (Benefits for

other Physician services are described under Physician Fees for Surgical and Medical

Services.)
Yy Presumptive Drug Tests and Definitive Dragt3.

Any combination of Network Benefits and Network Benefits is limited to 18
Presumptive Drug Tests per calendar year.

Any combination of Network Benefits and Ndeitwork Benefits is limited to 18 Definitive
Drug Tests per calendar year.

Benefits fo other Physician services are described in this sectioRhyslelan Fees for
Surgical and Medical Sémf;esray and diagnostic services for preventive care are
described undétreventive Caeevicesthis section. CT scans, PET scans, MRA,
nuclear medicine and major diagnostic services are describkdhyndeny and Major
Diagnostie€T, PET Scans, MRI, MRA and Nuclear Mé&litpagienrt this section.

Prior Authorization Requirement
For Non-Network Benefits for Genetic Testiand sleep studies, you must obtain prir
authorization from the Claims Administrator five business days before scheduled fervices
are received. If you fail to obtain prior authorization as required, Benefits will be rqduced

to 5095% of Eligible Expense
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Lab, XRay and Major DiagnostidST, PET Scans, MRI, MRA and Nuclear Medicine
Outpatient

Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and major diagnostic
services received on an outpatient basis at a Hospital or Alternate Facility

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pathologists.
Benefits for other Physician services are described in this secti®hysideen Fees for
Surgical and Medical Services
Mental HealtBervices

Mental HealtlServices include those received on an inpatient or outpatient basis in a
Hospital and an Alternate Facility or in a provider's office. All services must be provided by
or under the direction of a properly qualified behavioral health provider.

Benefits include the following levels of care:

Yy Inpatient treatment.

Yy Residential Treatment.

Yy Partial Hospitalization/Day Treatment.
Yy Intensive Outpatient Treatment.

y' Outpatient treatment

Inpatient treatment and Residential Treatment includes room and board-prex&emi
Room (a room with two or more beds).

Services include the following:

y* Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.

Medicabn management and other associated treatments.
Individual, family, and group therapy.

<SS

Providerbased case management services.

y Crisis intervention.
TheMental HealthSubstanc®elated and Addictive DisordAdministrator provides
administrative services &ll levels of care.

You are encouraged to contactNtental HealthSubstanc®elated and Addictive
DisordersAdministrator for referrals to providers and coordination of care.
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Prior Authorization Requirement

For Non-Network Benefits for:

y A scheduleddmission for Mental Health Services (including an admission for
services at a Residential Treatment facility) you must obtain prior authorizatign from
the Claims Administrator five business days before admission.

Yy A nonscheduled admission (including Emecy admissions) you must provide
notification as soon as is reasonably possible.

In addition, for NorNetwork Benefits you must obtain prior authorization from thg
Claims Administrator before the following services are received. Services requiring prior
authorization: Partial Hospitalization/Day Treatment; Intensive Outpatient Treatnjent

programs; outpatient electronvulsive treatment; psychological testangscranial
magnetic stimulatioaxtended outpatient treatment visits, with or without medicatip
management.

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Neurobiological Disordergutism Spectrum Disorder Services

The Plan payBenefits for behavioral services for Autism Spectrum Disorder including
Intensive Behavioral Therapies such as Applied Behavior Analysis (ABA) that are the
following:

Yy Focused on the treatment of core deficits of Autism Spectrum Disorder.

Yy Provided by 8oard Certified Applied Behavior Analyso(B@®Ayualified
provider under the appropriate supervision.

Yy Focused on treating maladaptive/stereotypic behaviors that are posing danger to self,
others and property and impairment in daily functioning.

These Benefits describe only the behavioral component of treatment for Autism Spectrum
Disorder. Medical treatment of Autism Spectrum Disorder is a Covered Health Service for
which Benefits are available under the applicable medical Covered HealthaSmoites

as described in this section.

Benefits include the following levels of care:

y Inpatient treatment.

Yy Residential Treatment.

Yy Partial Hospitalization/Day Treatment.
Yy Intensive Outpatient Treatment.

y" Outpatient Treatment.

Inpatient treatment and Residential Treatment includes room and board-pre&emi
Room (a room with two or more beds).
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Services include the following:

Yy  Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.
Medicatiormanagement and other associated treatments.
Individual, family, and group therapy.

S S S

Crisis intervention.

Yy Providerbased case management services.
TheMental HealthSubstanc®elated and Addictive DisordAdiministrator provides
administrative services &k levels of care.

You are encouraged to contactiental HealthSubstanc®elated and Addictive
DisordersAdministrator for referrals to providers and coordination of care.

Prior Authorization Requirement

For Non-Network Benefits for:

y A scheduleddmission for Neurobiological Disord@ssutism Spectrum Disorder
Services (including an admission for services at a Residential Treatment facijity), you
must obtain authorization from the Claims Administrator five business days HQefore
admission.

Yy A nonsdteduled admission (including Emergency admissions) you must pro\ide
notification as soon as is reasonably possible.

In addition, for NorANetwork Benefits you must obtain prior authorization from thg
Claims Administrator before the following servicesawed. Services requiring prigr
authorization: Partial Hospitalization/Day Treatment; Intensive Outpatient Treatmpent
programs; psychological testing; extended outpatient treatment visits, with or without
medication management; Intensive Behavioral TherepgingApplied Behavior Anajysis
(ABA).

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Nutritional Counseling
The Plan will pay f@@overed Health Services for medical education services provided in a
Physician's office by an appropriately licensed or healthcare professional when:
Yy Education is required for a disease in which patientassfyement is an important
component of treatmé

Yy There exists a knowledge deficit regarding the disease which requires the
intervention of a trained health professional.

Some examples of such medical conditions include, but are not limited to:

y* Coronary artery disease.
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Congestive heart failure.
Sever@bstructive airway disease.
Gout (a form of arthritis).

Renal failure.

<SS S

Phenylketonuria (a genetic disorder diagnosed at infancy).
Yy Hyperlipidemia (excess of fatty substances in the blood).

When nutritional counseling services are billed as a preveatber\iee, these services
will be paid as described under Preventive Care Services in this section.

Ostomy Supplies
Benefits for ostomy supplies are limited to:

Yy Pouches, face plates and belts.
y Irrigation sleeves, bags and ostomy irrigation catheters.
Yy Skinbarriers.

Benefits are not available for deodorants, filters, lubricants, tape, appliance cleaners,
adhesive, adhesive remover, or other items not listed above.

Pharmaceutical Product®utpatient

The Plan pays for Pharmaceutical Products that are tatednis an outpatient basis in a
Hospital, Alternate Facility, Physician's office, or in a Covered Person's home. Examples of
what would be included under this category are antibiotic injections in the Physician's office
or inhaled medication in an Urg€atre Center for treatment of an asthma attack.

Benefits under this section are provided only for Pharmaceutical Products which, due to
their characteristics (as determined by UnitedHealthcare), must typically be administered or
directly supervised by aafified provider or licensed/certified health professional.

Depending on where the Pharmaceutical Product is administered, Benefits will be provided
for administration of the Pharmaceutical Product under the corresponding Benefit category
in this SPD.

If you require certain Pharmaceutical Prodincisiding specialty Pharmaceutical Products,
UnitedHealthcammay direct you to a designated dispensing entity with whom
UnitedHealthcarkas an arrangement to provide those Pharmaceutical Products. Such
Dispensig Entities may include an outpatient pharmacy, specialty pharmacy, Home Health
Agency provider, HospHaffiliated pharmacy or hemophilia treatment center contracted
pharmacy.

If you/your provider are directed to a designated dispensing entity andiyprgymer
choose not to obtain your Pharmaceutical Product from a designated dispensing entity,
NetworkBenefits are not available for that Pharmaceutical Product.

Certain Pharmaceutical Products are subject to step therapy requirements. This means that
in order to receive Benefits for such Pharmaceutical Products, you must use a different
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Pharmaceutical Product and/or prescription drug product first. You may find out whether a
particular Pharmaceutical Product is subject to step therapy requirenoetas frygc
UnitedHealthcare at www.myuhc.com or by calling the telephone number on your ID card.

UnitedHealthcammay have certain programs in which you may receive an enhanced or
reduced Benefit based on your actions such as adherence/compliance imnnoedicat
treatment regimens and/or participation in health management programs. You may access
information on these programs through the Internetvat.myuhc.comor by calling the

number on your ID card.

Physician Fees for Surgical and Medical Services

ThePlan pays Physician fees for surgical procedures and other medical care received from a
Physician in a Hospital, Skilled Nursing Facility, Inpatient Rehabilitation Facility, Alternate
Facility or for Physician house calls.

Physician's Office ServiceSickness and Injury

Benefits are paid by the Plan for Covered Health Services provided in a Physician's office for
the diagnosis and treatment of a Sickness or Injury. Benefits are provided under this section
regardless of whether the Physician's offi@esanding, located in a clinic or located in a
Hospital. Benefits under this section include allergy injections and hearing exams in case of
Injury or Sickness.

Covered Health Services include medical education services that are provided in a
Physiciais office by appropriately licensed or registered healthcare professionals when both
of the following are true:

Yy Education is required for a disease in which patientssggement is an important
component of treatment.

Yy There exists a knowledge defigarding the disease which requires the
intervention of a trained health professional.

Covered Health Services include genetic counseling. Benefits are available for Genetic
Testing which is determined to be Medically Necessary following genetic cotneseling
ordered by the Physician and authorized in advance by UnitedHealthcare.

Benefits for preventive services are describedRmedentive Care Semntiuiessection.

When a test is performed or a sample is drawn in the Physician's office antdotisidsen
the Physician's office for analysis or testing, Benefits for lab, radiobygydxd other
diagnostic services that are performed outside the Physician's office are désdrjbéed in
Ray and Diagnostngtpatient

Please Note
Your Physician does not have a copy of your SPD, and is not responsible for kngwing or
communicating your Benefits.
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Pregnancy Maternity Services

Benefits for Pregnancy will be paid at the same level as Benefits for any other condition,
Sickness or Injury. Ehincludes all materniglated medical services for prenatal care,
postnatal care, delivery, and any related complications.

The Plan will pay Benefits for an Inpatient Stay of at least:

Yy 48 hours for the mother and newborn child following a vaginafydelive
Yy 96 hours for the mother and newborn child following a cesarean section delivery.

These are federally mandated requirements un8iawtherns' and Mothers' Health Protection
Act of 199&hich apply to this Plan. The Hospital or other provider isquoted to get
authorization for the time periods stated above. Authorizations are required for longer
lengths of stay. If the mother agrees, the attending Physician may discharge the mother
and/or the newborn child earlier than these minimum timeframes.

Both before and during a Pregnancy, Benefits include the services of a genetic counselor
when provided or referred by a Physician. These Benefits are available to all Covered
Persons in the immediate family. Covered Health Services include related tests and
treatment.

Prior Authorization Requirement

For NonNetwork Benefits you must obtain prior authorization from the Claims
Administrator as soon as reasonably possible if the Inpatient Stay for the motheg and/or
the newborn will be more than 48 hours fomtbéher and newborn child following aj
normal vaginal delivery, or more than 96 hours for the mother and newborn chilg
following a cesarean section delivery. If you fail to obtain prior authorization as rgquired,
Benefits will be reduced to 50% of Eligibtpdhses.

It is important that you notify the Claims Administrator regarding your Pregnancy|. Your
notification will open the opportunity to become enrolled in prenatal programs tht are
designed to achieve the best outcomes for you and your baby.

Healthy moms and babies
The Plan provides a special prenatal program to help during Pregnancy. Particigation is
voluntary and free of charge. See Sect@imital Programs and Resoudssails.

Preventive Care Services

The Plan pays Benefits for Preventive care services provided on an outpatient basis at a
Physician's office, an Alternate Facility or a Hospital. Preventive care services encompass
medical services that have been demonstrated by clinical evidence smtleeHattive in

either the early detection of disease or in the prevention of disease, have been proven to
have a beneficial effect on health outcomes and include the following as required under
applicable law:
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Yy Evidencebased items or services that haeffect a rating of "A" or "B" in the
current recommendations of tdrited States Preventive Services. Task Force

Yy Immunizations that have in effect a recommendation from the Advisory Committee
on Immunization Practices of the Centers for Disease Camdr®revention.

Yy With respect to infants, children and adolescents, evidienced preventive care
and screenings provided for in the comprehensive guidelines supportetiéalgithe
Resources and Services Administration

Yy With respect to women, sucld@idnal preventive care and screenings as provided
for in comprehensive guidelines supported bij¢h#th Resources and Services
Administration

Preventive care Benefits defined underdéadth Resources and Services Administration (HRSA)
requirement iclude the cost of renting one breast pump per Pregnancy in conjunction with
childbirth. Breast pumps must be ordered by or provided by a Physician. You can obtain
additional information on how to access Benefits for breast pumps by going to
www.myuhc.comor by calling the number on your ID card. Benefits for breast pumps also
include the cost of purchasing one breast pump per Pregnancy in conjunction with

childbirth. These Benefits are described under Sedian BighlightsiderCovered Health

Serges

If more than one breast pump can meet your needs, Benefits are available only for the most
cost effective pump. UnitedHealthcare will determine the following:

Yy Which pump is the most cost effective.

Yy Whether the pump should be purchased or rented.

y  Duraton of a rental.

Yy Timing of an acquisition.
Benefits are only available if breast pumps are obtained from a DME provider or Physician.
For questions about your preventive care Benefits under this Plan call the number on your
ID card.
Prosthetic Devices
Bendits are paid by the Plan for external prosthetic devices that replace a limb or body part
limited to:

y Atrtificial arms, legs, feet and hands.

y Atrtificial face, eyes, ears and noses.

Yy Breast prosthesis as required by\tbmen's Health and Cancer Righf<©988t
Benefits include mastectomy bras and lymphedema stockings for the arm.

Benefits under this section are provided only for external prosthetic devices and do not
include any device that is fully implanted into the body.
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If more than one prosthetievice can meet your functional needs, Benefits are available

only for the prosthetic device that meets the minimum specifications for your needs. The
device must be ordered or provided either by a Physician, or under a Physician's direction. If
you purchasa prosthetic device that exceeds these minimum specifications, the Plan will
pay only the amount that it would have paid for the prosthetic that meets the minimum
specifications, and you may be responsible for paying any difference in cost.

Benefits aravailable for repairs and replacement, except that:

Yy There are no Benefits for repairs due to misuse, malicious damage or gross neglect.

Yy There are no Benefits for replacement due to misuse, malicious damage, gross
neglect or for lost or stolen prostheticices.

Benefits are limited to a single purchase of each type of prosthetic device every three
calendar yearBhis requirement can be waived if the reason for the replacement is a change
in the patient's physical.

Note: Prosthetic devices are differeotfiDME - seeDurable Medical Equipment (DME)
this section.

Prior Authorization Requirement

For NonNetwork Benefits you must obtain prior authorization from the Claims
Administrator before obtaining prosthetic devices that exceeds $1,000 in cost pgr device.
If prior authorization is not obtained as required, Benefits will be reduced to 5099 of
Eligible Expenses.

Reconstructive Procedures

Reconstructive Procedures are services performed when the primary purpose of the
procedure is either to treat a medical condition or to improve or restore physiologic function
for an organ or body part. RecongtmecProcedures include surgery or other procedures
which are associated with an Injury, Sickness or Congenital Anomaly. The primary result of
the procedure is not a changed or improved physical appearance.

Improving or restoring physiologic function mehatsthe organ or body part is made to
work better. An example of a Reconstructive Procedure is surgery on the inside of the nose
so that a person's breathing can be improved or restored.

Benefits for Reconstructive Procedures include breast recomstoliotidng a

mastectomy and reconstruction of the-afbected breast to achieve symmetry.

Replacement of an existing breast implant is covered by the Plan if the initial breast implant
followed a mastectomy. Other services required Wyaimen's Headtid Cancer Rights Act of
1998 including breast prostheses and treatment of complications, are provided in the same
manner and at the same level as those for any other Covered Health Service. You can
contact UnitedHealthcare at the number on your ID carddre information about

Benefits for mastectonnglated services.
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Breast Reduction Surgery is a covered health service with documentation of the following
functional impairments:

Yy~ Shoulder grooving or excoriation resulting from the brassiere shoajdedsie to
the weight of the breasts

Yy~ Documentation from medical records of medical services related to complaints of
the shoulder, neck or back pain attributable to macromastia.

y  Determined not to be cosmetic by Care Coordination.

Note: Breast Reductionr8ery is not a covered health service when performed to improve
appearance or for the purpose of improving athletic performance.

Breast Reduction Surgery is covered when a reconstruction has been performed on the other
breast (as part of the federal nzed

There may be times when the primary purpose of a procedure is to make a body part work
better. However, in other situations, the purpose of the same procedure is to improve the
appearance of a body part. Cosmetic procedures are excluded from Poveeagees

that correct an anatomical Congenital Anomaly without improving or restoring physiologic
function are considered Cosmetic Procedures. A good example is upper eyelid surgery. At
times, this procedure will be done to improve vision, whiclside®u a Reconstructive
Procedures. In other cases, improvement in appearance is the primary intended purpose,
which is considered a Cosmetic Procedure. This Plan does not provide Benefits for
Cosmetic Procedures, as defined in Secti@ids$ary

Thefact that a Covered Person may suffer psychological consequences or socially avoidant
behavior as a result of an Injury, Sickness or Congenital Anomaly does not classify surgery
(or other procedures done to relieve such consequences or behavior) atrackeeon
Procedures.

Prior Authorization Requirement

For Non-Network Benefits for:

Yy A scheduled Reconstructive Procedure, you must obtain prior authorization ffom the
Claims Administrator five business days before a scheduled Reconstructive Procedure
isperformed.

Yy A nonscheduled Reconstructive Procedure, you must provide notification within one
business day or as soon as is reasonably possible.

In addition, for NorNetwork Benefits, you must contact the Claims Administrator R4

hours before admission &rheduled admissions or as soon as is reasonably posgible for
nonscheduled admissions (including Emergency admidbeutsjprization is not
obtained from the Claims Administrator as required, or notification is not providef,
Benefits will be reduceal $0% of Eligible Expenses.
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Rehabilitation Service©utpatient Therapy and Manipulative Treatment

The Plan provides shdgrm outpatient rehabilitation services (including habilitative
services) limited to

Yy Physical therapy.

Occupational therapy.

Manipulative Treatment.

Speech therapy.

Postcochlear implant aural therapy.

Cognitive rehabilitation therapy following a-frastmatic brain Injury @troke

SIS XY

Pulmonary rehabilitation.
Yy Cardiac rehabilitation.

For all rehabilitation services, a licettsg@py provider, under the direction of a Physician
(when required by state law), must perform the services. Benefits under this section include
rehabilitation services provided in a Physician's office or on an outpatient basis at a Hospital
or Alternatd~acility. Rehabilitative services provided in a Covered Person's home by a
Home Health Agency are provided as described Hooer Health CdRehabilitative

services provided in a Covered Person's home other than by a Home Health Agency are
provided asebcribed under this section.

Benefits can be denied or shortened for Covered Persons who are not progressing in goal
directed rehabilitation services or if rehabilitation goals have previously been met. Benefits
under this section are not available font@aance/preventive treatment.

The Plan will pay Benefits for cognitive rehabilitation therapy only when Medically
Necessary following a postumatic brain Injury @troke

Habilitative Services

For the purpose of this Benefit, "habilitative serviceahsnMedically Necessary skilled
health care services that help a person keep, learn or improve skills and functioning for daily
living. Habilitative services are skilled when all of the following are true:

y' The services are part of a prescribed planatinieat or maintenance program that
is Medically Necessary to maintain a Covered Person's current condition or to
prevent or slow further decline.

It is ordered by a Physician and provided and administered by a licensed provider.

It is not delivered for theurpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

It requires clinical training in order to be delivered safely and effectively.

<SS S

It is not Custodial Care.
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The Claims Administtor will determine if Benefits are available by reviewing both the
skilled nature of the service and the need for Phydiirgated medical management.
Therapies provided for the purpose of generabeialh or conditioning in the absence of a
disablingondition are not considered habilitative services. A service will not be determined
to be "skilled" simply because there is not an available caregiver.

Benefits are provided for habilitative services provided for Covered Persons with a disabling
condition when both of the following conditions are met:

Yy The treatment is administered by a licensed dpegdage pathologist, licensed
audiologist, licensed occupational therapist, licensed physical therapist or Physician.

Yy The initial or continued treatmentshbe proven and not Experimental or
Investigational.

Benefits for habilitative services do not apply to those services that are solely educational in
nature or otherwise paid under state or federal law for purely educational services. Custodial
Care, resfe care, day care, therapeutic recreation, vocational training and Residential
Treatment are not habilitative services. A service that does not help the Covered Person to
meet functional goals in a treatment plan within a prescribed time frame ibihiattiadna

service.

The Plan may require that a treatment plan be provided, request medical records, clinical
notes, or other necessary data to allow the Plan to substantiate that initial or continued
medical treatment is needed. When the treating praniohgpates that continued treatment

is or will be required to permit the Covered Person to achieve demonstrable progress, the
Plan may request a treatment plan consisting of diagnosis, proposed treatment by type,
frequency, anticipated duration of treatinthe anticipated goals of treatment, and how
frequently the treatment plan will be updated.

Benefits for Durable Medical Equipment and prosthetic devices, when used as a component
of habilitative services, are described iw@ble Medical Equipameitrosthetic Devices

Benefits are limited to:

Yy 60visits per calendar year for physical therapy.

60visits per calendar year for occupational therapy.

60Vvisits per calendar year for speech therapy.

20visits per calendar year for pulmonary rehabilitation therapy.
36visits per calendar year for cardiac rehabilitation therapy.

60visits per calendar year for cognitive rehabilitation therapy.

SIS XS

12visits per calendar year for Manipulative Treatment.
Yy~ 30visgts per calendar year for posthlear implant aural therapy.
These visit limits apply to Network Benefits and-Neimvork Benefits combined.

56 SECTION - ADDITIONACOVERAGEETAILS



CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

Scopic ProcedureQutpatient Diagnostic and Therapeutic
The Plan pays for diagnostic and therapeutic scopgdpres and related services received
on an outpatient basis at a Hospital or Alternate Facility

Diagnostic scopic procedures are those for visualization, biopsy and polyp removal.
Examples of diagnostic scopic procedures include colonoscopy, sigmgidodcop
diagnostic endoscopy.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pathologists.
Benefits for other Physician services are descrihéxisaction undéthysician Fees for
Surgical and Medical Services

Please note that Benefits under this section do not include surgical scopic procedures, which
are for the purpose of performing surgery. Benefits for surgical scopic procedures are
descibed undeBurgerOutpatienExamples of surgical scopic procedures include

arthroscopy, laparoscopy, bronchoscopy, hysteroscopy.

When these services are performed for preventive screening purposes, Benefits are described
in this section und@éreveng Care Services
Skilled Nursing Facility/Inpatient Rehabilitation Facility Services
Facility services for an Inpatient Stay in a Skilled Nursing Facility or Inpatient Rehabilitation
Facility are covered by the Plan. Benefits include:

Yy Supplies and nedhysician services received during the Inpatient Stay.

y° Room and board in a Sepnivate Room (a room with two or more beds).

y" Physician services for radiologists, anesthesiologists and pathologists.

Benefits are available when skilled nursing and/or Ingaékabilitation Facility services
are needed on a daily basis. Benefits are also available in a Skilled Nursing Facility or
Inpatient Rehabilitation Facility for treatment of a Sickness or Injury that would have
otherwise required an Inpatient Stay in pitéds

Benefits for other Physician services are described in this secti®thysidem Fees for
Surgical and Medical Services

UnitedHealthcare will determine if Benefits are available by reviewing both the skilled nature
of the service and the needRtnysiciafdirected medical management. A service will not be
determined to be "skilled" simply because there is not an available caregiver.

Benefits are available only if both of the following are true:
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Yy The initial confinement in a Skilled Nurgtagility or Inpatient Rehabilitation
Facility was or will be a Cost Effective alternative to an Inpatient Stay in a Hospital.

Yy You will receive skilled care services that are not primarily Custodial Care.
Skilled care is skilled nursing, skilled teachohgkéled rehabilitation services when all of
the following are true:

y It must be delivered or supervised by licensed technical or professional medical
personnel in order to obtain the specified medical outcome, and provide for the
safety of the patient.

Yy Itis ordered by a Physician.

Yy Itis not delivered for the purpose of assisting with activities of daily living, including
dressing, feeding, bathing or transferring from a bed to a chair.

y It requires clinical training in order to be delivered safely ectdvely.

You are expectdad improve to a predictable level of recovery. Benefits can be denied or
shortened for Covered Persons who are not progressingdireggat rehabilitation
services or if discharge rehabilitation goals have previously been met.

Note: The Plan does nphay Benefits for Custodial Care or Domiciliary Care, even if
ordered by a Physician, as defined in SectiGhobs4ary

Any combination of Network Benefits and Nde&twork Benefits is limited i0days per
calendar year.

Prior Authorization Requirement

Please remember for Ndletwork Benefits for:

y A scheduled admission, you must obtain prior authorization five business days before
admission.

Yy A nonscheduled admission (or admissions resulting from an Emergency) yoy must
provide notification as soon aseiasonably possible.

In addition, for NorNetwork Benefits, you must contact the Claims Administrator R4

hours before admission for scheduled admissions or as soon as is reasonably ppssible for
nonscheduled admissions (including Emergency admidkiaat)orization is not
obtained as required, or notification is not provided, Benefits will be reduced to §0% of
Eligible Expenses.

Spine and Joint Surgeries

Benefits for spine and joint surgeries which are ordered by a Physician. Spine and joint
surgical pycedures include the following:

A Spine fusion surgery.

A Spine disc surgery.

A Total knee replacement.

58 SECTION - ADDITIONACOVERAGEETAILS



CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

A Total hip replacement.
Note: Reduction in deductible of $200 for using Designator Provider.
SubstanceéRelated and Addictive Disord8exvices

Substanc®elated and Addictive Disord8exvices include those received on an inpatient

or outpatient basis in a Hospital, an Alternate Facility, or in a provider's office. All services
must be provided by or under the direction of a properly quadifiadidral health

provider.

Benefits include the following levels of care:

Yy Inpatient treatment.

Yy Residential Treatment.

Yy Partial Hospitalization/Day Treatment.
Yy Intensive Outpatient Treatment.

Yy~ Outpatient treatment.

Inpatient treatment and Residential Treatmehides room and board in a Sprviate
Room (a room with two or more beds).

Services include the following:

Yy  Diagnostic evaluations, assessment and treatment planning.
Treatment and/or procedures.
Medication management and other associated treatments.

Individual, family, and group therapy.

<SS S

Crisis intervention.

Yy Providerbased case management services.
TheMental HealthSubstanc®elated and Addictive Disord@dministrator provides
administrative services for all levels of care.

You are encouraged tantact theMental HealthSubstanc®elated and Addictive
DisordersAdministrator for referrals to providers and coordination of care.
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Prior Authorization Requirement

For Non-Network Benefits for:

Yy A scheduled admission for Substdelated and Addictiisorders Services
(including an admission for services at a Residential Treatment facility), you fnust
obtain authorization from the Claims Administrator five business days before
admission.

Yy A nonscheduled admission (including Emergency admissions)sy@uavide
notification as soon as is reasonably possible.

In addition, for NorANetwork Benefits you must obtain prior authorization from thg
Claims Administrator before the following services are received. Services requiring prior
authorization: Partiald$pitalization/Day Treatment; Intensive Outpatient Treatmept
programs; psychological testing; extended outpatient treatment visits, with or without
medication management.

If you fail to obtain prior authorization from or provide notification to the Claims
Administrator as required, Benefits will be reduced to 50% of Eligible Expenses.

Surgery Outpatient
The Plan pays for surgery and related services received on an outpatient basis at a Hospital
or Alternate Facility.

Benefits under this section incledetain scopic procedures. Examples of surgical scopic
procedures include arthroscopy, laparoscopy, bronchoscopy and hysteroscopy.

Benefits under this section include:

Yy The facility charge and the charge for supplies and equipment.

Yy Physician services for radiologists, anesthesiologists and pathologists. Benefits for
other Physician services are described in this sectioRluygleian Fees for Surgical
and Medical Services

Prior Authorization Requirement

For Non-Network Benefits fosleep apnesurgeryyou must obtain prior authorization
five business days before scheduled services are received esdioechaed services,
within one business day or as soon as is reasonably possible. If you fail to obtaip prior
authorization a®quired, Benefits will be reduced to 50% of Eligible Expenses.

Therapeutic Treatment®utpatient

The Plan pays Benefits for therapeutic treatments received on an outpatient basis at a
Hospital or Alternate Facility including dialysis (both hemodialygsritoneal dialysis),
intravenous chemotherapy or other intravenous infusion therapy and radiation oncology.

Covered Health Services include medical education services that are provided on an
outpatient basis at a Hospital or Alternate Facility bypaiapely licensed or registered
healthcare professionals when:
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Yy Education is required for a disease in which patientssgiyement is an important
component of treatment.

Yy There exists a knowledge deficit regarding the disease which requires the
intervenion of a trained health professional.

Benefits under this section include:

Yy The facility charge and the charge for related supplies and equipment.

Yy Physician services for anesthesiologists, pathologists and radiologists. Benefits for
other Physician services are described in this sectioRluygleian Fees for Surgical
and Medical Services

Prior Authorization Requirement

For Non-Network Benefitsdr the following outpatient therapeutic services you must
obtain prior authorization from the Claims Administrator five business days befoje
scheduled services are received or, fesctweduled services, within one business day or
as soon as is reasongagsible. Services that require prior authorization: dialysis,|IV
infusion, intensity modulated radiation therapy andwitied focused ultrasound. If you

fail to obtain prior authorization from the Claims Administrator, as required, Bengfits will
be redoed to 50% of Eligible Expenses.

Transplantation Services

Organ and tissue transplantduding CART cell therapy for malignanomesen ordered

by a Physician. Benefits are available for transplants when the transplant meets the definition
of a Covered Ellth Service, and is not an Experimental or Investigational or Unproven
Service.

Examples of transplants for which Benefits are available include bonenukdow
CAR-T cell therapy for malignancieeart, heart/lung, lung, kidney, kidney/pancligas,
liver/small bowel, pancreas, small bowel and cornea.

Benefits are available to the donor and the recipient when the recipient is covered under this
Plan. Donor costs that are directly related to organ removal or procurement are Covered
Health Serves for which Benefits are payable through the organ recipient's coverage under
the Plan.

The Claims Administrator has specific guidelines regarding Benefits for transplant services.
Contact the Claims Administrator at the number on your ID card for ititorralaout
these guidelines.

Transplantation services including evaluation for transplant, organ procurement and donor
searches and transplantation procedures must be rece@esighated Provider

Benefits are also available for cornea transplantareynot required to obtain prior
authorization from the Claims Administratoraf@ornea transplant nor is the cornea
transplant required to be performed Resignated Provider
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Note. The services described untievel and LodgiregCovered HehlServices only in
connection with transplant services receiveDedignated Provider

Prior Authorization Requirement
For Non-Network Benefits yomust obtain prior authorization as soon as the possppility

of a transplant arises (and before thedipretransplantation evaluation is performefl at

a transplant center). If you don't obtain prior authorization and if, as a result, the|services
are not performeby a Designated ProvideXetwork Benefits will not be paid.

In addition, for NorANetwork Benefits you must contact the Claims Administrator 4
hours before admission for scheduled admissions or as soon as is reasonably ppssible for
nonscheduled admissions (including Emergency admissions).

Support in the event okerious illness
If you or a covered family member has cancer or needs an organ or bone marropyv
transplant, UnitedHealthcare can put you in touch with quality treatment centersjaround
the country.

Urgent Care Center Services

The Plan provides Benefits for services, including professional services, received at an
Urgent Care Center, as defined in SectidaldgsaryVhen Urgent Care services are
provided in a Physician's office, the Plan pays Benefits as descrildedysiaies Office
ServiceSickness and Injury

Urinary Catheters
Benefits for indwelling and intermittent urinary catheters for incontinence or retention.

Benefits include related urologic supplies for indwelling catheters limited to:
Yy Urinary drainage bagdainsertion tray (Kit).

y" Anchoring device.

Yy Irrigation tubing set.

Virtual Visits

Virtual visits for Covered Health Services that include the diagnosis and treatment of low
acuity medical conditions for Covered Persons, through live audio with videoggcnnol
audio only. Virtual visits provide communication of medical informationtimeeal

between the patient and a distant Physician or health care specialist, through use of
interactive audio with video communications or audio only equipment owsitedatal

facility (for example, from home or from work).
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Benefits are available only when services are delivered through a Designated Virtual
Network Provider. You can find a Designated Virtual Network Provider by going to
www.myuhc.comor by calling theelephone number on your ID card.

Please Note Not all medical conditions can be appropriately treated through virtual visits.
The Designated Virtual Network Provider will identify any condition for which treatment by
in-person Physician contact is nexrgss

Benefits under this section do not include email, fax and standard telephone calls, or for
telehealth/telemedicine visits that occur within medical faciM&sléfined originating
facilities).

Vision Examinations

The Plan pays Benefits for onetirmivision exam, including refraction, to detect vision
impairment by a provider in the provider's office every calendar year.

Benefits for eye examinations required for the diagnosis and treatment of a Sickness or
Injury are provided undPhysician'di®d ServieBgckness and Injury

Lenses Post Cataract Sur@dgnefits for only the initial pair of eyeglasses or contact
lenses after cataract surgery are covered.

Wigs
The Plan pays Benefits for wigs and other scalp hair prosthesis reg#rdlesasain of
hair loss.

Any combination of Network Benefits and Néetwork Benefits is limited to $500 per 36
months
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SECTION-/CLINICAL PROGRAMSD RESOURCES

What this section includes:
Health and welbeing resources available to you, including:
Yy~ Consumer Solutions and S&dfvice Tools.

Yy Disease Management Services.
Yy~ Complex Medical Conditions Programs and Services.
Yy Wellnes®rograms.

Y Womeno6s Health/ Reproductive.

Clermont County believes in giving you tools to help you be an educated health care
consumer. To that end, Clermont County has made available several convenient educational
and support services, accessible by phdritbeinternet, which can help you to:

Yy Take care of yourself and your family members.

Yy Manage a chronic health condition.

Yy Navigate the complexities of the health care system.

NOTE:

Information obtained through the services identified in this sectioadhasirrent
medical literature and on Physician review. It is not intended to replace the advide of a
doctor. The information is intended to help you make more informed health care
decisions and take a greater responsibility for your own health. atiibedieand
Clermont Countgre not responsible for the results of your decisions from the usq of the
information, including, but not limited to, your choosing to seek or not to seek
professional medical care, your choosing of which provider to sesdiqrafenedical
care from or your choosing or not choosing specific treatment.

Consumer Solutions and Ss#rvice Tools

Health Survey

You are invited to learn more about health and wellvessvanyuhc.comand are
encouraged to participate in the ortiealth survey. The health survey is an interactive
guestionnaire designed to help you identify your healthy habits as well as potential health
risks.

Your health survey is kept confidential. Completing the survey will not impact your Benefits
or eligibiliy for Benefits in any way.

If you need any assistance with the online survey, please call the number on your ID card.
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Reminder Programs
To help you stay healthy, UnitedHealthcare may send you and your covered Dependents

reminders to schedule recommersigdening exams. Examples of reminders include:
y° Mammograms for women between the ages of 40 and 68.
y Pediatric and adolescent immunizations.
y  Cervical cancer screenings for women between the ages of 20 and 64.
y  Comprehensive screenings for individuals vetietss.
Yy Influenza/pneumonia immunizations for enrollees age 65 and older.

There is no need to enroll in this program. You will receive a reminder automatically if you
have not had a recommended screening exam.

Decision Support

In order to help you make anfmed decisions about your health care, UnitedHealthcare has
a program called Decision Support. This program targets specific conditions as well as the
treatments and procedures for those conditions.

This program offers:

Yy Accesdo health care information.

Yy Support by a nurse to help you make more informed decisions in your treatment and
care.

Yy Expectations of treatment.
Yy Information on providers and programs.
Conditions for which this program is available include:

y' Back pain.

Knee & hip replacement.
Prostate diease.
Prostate cancer.

Benign uterine conditions.

<SS S

Breast cancer.
y' Coronary disease.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the ppbggam,
contact the number on your ID card.
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UnitedHealth Premium® Program

To help people make more informed choices about their health care, the UnitedHealth
Premiurfi program recognizes Network Physicians who meet standards for quality and cost
efficiencyUnitedHealthcare uses evidelbased medicine and national industry guidelines

to evaluate quality. The cost efficiency standards rely on local market benchmarks for the
efficient use of resources in providing care.

For details on the UnitedHealth Prenfigmogram including how to locate a UnitedHealth
Premium Physician, log omt@/w.myuhc.comor call the number on your ID card.

www.myuhc.com

UnitedHealthcare's member websgiteyw.myuhc.com provides information at your
fingertips anywhere and anytime yeehaccess to the Intervetvw.myuhc.comopens
the door to a wealth of health information andsgelfice tools.

With www.myuhc.comyou can:
Yy Research a health condition and treatment options to get ready for a discussion with

your Physician.

Searclior Network providers available in your Plan through the online provider
directory.

Access all of the content and wellness topics from NurdeLine

about healthy lifestylechniques and access health improvement resources.

Use the treatment cost estimator to obtain an estimate of the costs of various

y
y
Yy Complete a health survey to help you identify health habits you may improve, learn
y .
procedures in your area.

y

Use the Hospital comparison tool to compare Hospitals in your area on various
patient safety and giyaimeasures.

Registering on www.myuhc.com

If you have not already registeredvarw.myuhc.com simply go to
www.myuhc.comand click on "Register Now." Have your ID card handy. The
enrollment process is quick and easy.

Visitwww.myuhc.comand:

Yy Makerealtime inquiries into the status and history of your claims.
Yy View eligibility and Plan Benefit information, inclulimgual Deductibles.
Yy View and print all of your Explanation of Benefits (EOBS) online.

y" Order a new or replacement ID card or prienaporary ID card.
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Want to learn more about a condition or treatment?
Log on towww.myuhc.comand research health topics that are of interest to you. Learn

about a specific condition, what the symptoms are, how it is diagnosed, how corpmon it
is, and whao ask your Physician.

Disease Management Services

Disease Management Services

If you have been diagnosed with certain chronic medical conditions you may be eligible to
participate in a disease management program at no additional cost tohgaut fetilere,

coronary artery disease, diabetes, aatin@hronic Obstructive Pulmonary Disease

(COPD) programs are designed to support you. This means that you will receive free
educational information, and may even be tgiladegistered nurse who is a specialist in

your specific medical condition. This nurse will be a resource to advise and help you manage
your condition.

These programs offer:

Yy Educational materials that provide guidance on managing your specific ekioaic m
condition. This may include information on symptoms, warning sigmsrsgiement
techniques, recommended exams and medications.

Yy Access to educational and-sehagement resources on a consumer website.

Yy An opportunity for the disease managemerse to work with your Physician to ensure
that you are receiving the appropriate care.

Yy Access to and orm-one support from a registered nurse who specializes in your
condition. Examples of support topics include:

- Education about the specific diseaslecandition.

- Medication management and compliance.

- Reinforcement of aline behavior modification program goals.
- Preparation and support for upcoming Physician visits.

- Review of psychosocial services and community resources.
- Caregiver status andhiome stety.

- Use of maibrder pharmacy and Network providers.

Participation is completely voluntary and without extra charge. If you think you may be
eligible to participate or would like additional information regarding the program, please
contact the number gmour ID card.

Complex Medical Conditions Programs and Services

Cancer Resource Services (CRS) Program

Your Plan offers Cancer Resource Services (CRS) program to provide you with access to
information and member assistance through a team of speciatieedwae consultants

and access to one of the nationds | eading
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To learn more abo@RS visit www.myoptumhealthcomplexmedical.com or call the
number on your ID card or call the program directh8669366002.

Coverage for oncologyrgees and oncologye | at ed services are based
terms, exclusions, |imitations and conditi on
coverage guidelines. Participation in this program is voluntary.

Your Plan Sponsor is providing you with Travel and Lodging assistance. ReFeavelthe
and Lodging Assistance Program

Congenital Heart Disease (CHD) Resource Services

UnitedHealthcare provides a program that identifies and supports a Covered Berson wh
has Congenital Heart Disease (CHD) through all stages of treatment and recovery. This
program will work with you and your Physicians, as appropriate, to offer support and
education on CHD. Program features include clinical management by specialized CHD
Nurses, support from specialized Social Workers, assistance with choosing Physicians and
Facilities, and access to Designated Providers.

To learn more about CHD Resource Services program, visit
www.myoptumhealthcomplexmedical.com or call UnitedHealthiter@@atnber on your
ID card or you can call the CHD Resource Services Nurse Teard 26 B3&6.

Coverage for CHD surgeries and related seryv
exclusions, | imitations antdrequiremedtsand ons, i nc
coverage guidelines. Participation in this program is voluntary. If you are considering any

CHD surgeries you must contact CHD Resource Services prior to surgery to enroll in the
program in order for the surgery to be a consideredeac@dy¥ealth Service under the

Plan.

Your Plan Sponsor is providing you with Travel and Lodging assistance. Refer to the Travel
and Lodging Assistance Program.

Comprehensive Kidney Solution (CKS) program

For Participants diagnosed with Kidney DiseaseRlayuoffers the Comprehensive
Kidney Solution (CKS) program to help you manage the effects of advanced Chronic
Kidney Disease (CKD) through Esthge Renal Disease (ESRD).

Should the disease progress to the point of needing dialysis, CKS providesa@ecess t
performing dialysis centers. That means you
practiceso6 approach from health care profess

There are hundreds of contracted dialysis centers across the country, but ssheation
you cannot conveniently access a contracted dialysis center, CKS will work to negotiate
patientspecific agreements on your behalf.

To learn more about Comprehensive Kidney Solutions, visit
www.myoptumhealthcomplexmedical.conor call the number on your ID card.
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Coverage for dialysisand kidney | at ed services are based on vy
exclusions, | imitations and conditions, incl
cowerage guidelines. Participation in this program is voluntary. If you decide to no longer
participate in the program, pleesetact CK®f your decision.

Kidney Resource Services (KRS) program

End-Stage Renal Disease (ESRD)

The Kidney Resource Servicegmm provides Covered Persons with access to a

registered nurse advocate who specializes in helping individuals live with kidney disease. As a
participant in the KRS program, youdll work
and information. Theunse can help you manage other conditions, such as diabetes and high
blood pressure. He or she can also help you find doctors, specialists and dialysis centers.

This program is available at no extra cost to you.

With KRS, you have access to a registersd who specializes in kidney health. This

program is designed to help you be your own best advocate for your health. You may have

been referred to the KRS program by your medical provider or from past claim information.

As part of your health insuranceteef i t s, 1 tds available at no e

KRS nurse advocates are available, Monday through Fritley #ill8665617518
(TTY: 711).

Coverage for dialysisand kidney | at ed services are based on y
exclusions, limitatin s and conditions, including the pl &
coverage guidelines. Participation in this program is voluntary.

Spine and Joint Program

The Spine and Joint Solution is a surgical program that provides accessftrnopg,

regional surgical centers for individuals who meet the criteria for select elective, inpatient
surgeries. When you contact the specialized nurse team and enroll in the SJS program the
Plan pays Benefits for select elective, inpatient surgeries providechbyeDdaigviders
participating in the SJS program. The specialized nurse team provides guided access to a
network of credentialed SJS providers.

To learn more about SJS, contact the Claims Administrator at the number on your ID card
or you can call the SN8rse Team at 8&867246.

You must contact SJS prior to surgery to enroll in the program in order for the surgery to be
a considered a Covered Health Service under the Plan.

Transplant Resource Services (TRS) Program

Your Plan offers Transplant ResouB8eevices (TRS) program to provide you with access to

one of the nationds |l eading transplant progr
program means your transplant treatment i s b
health care professionaish extensive expertise in transplantation.
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To learn more about Transplant Resource Services, visit
www.myoptumhealthcomplexmedical.conor call the number on your ID card.

Coverage for transplaamd transplant e | at ed services are based o1
exclusions, Iimitations and conditions, incl
coverage guidelines. Participation in this program is voluntary.

Your Plan Sponsor is providing you with Travel and Lodging assistance. For more
information on th&ravel and Lodging Assistance Refegremthe provision below.

Travel and Lodging Assistance Program

Your Plan Sponsor may provide you with Travel and Lodging assistance. Travel and
Lodging assistance is only available for you or your eligible family member if you meet the
gualifications for the benefit, including receiving care at a Designated FPraviaer a

distance from your home address to the facility. Eligible Expenses are reimbursed after the
expense forms have been completed and submitted with the appropriate receipts.

If you have specific questions regarding the Travel and Lodging Assistpace please
call the Travel and Lodging office-8088420843.

Travel and Lodging Expenses

The Plan covers expenses for travel and lodging for the patient, provided he or she is not
covered by Medicare, and a companion as follows:

Yy Transportation of thpatient and one companion who is traveling on the same
day(s) to and/or from the site of the qualified procedure provided by a Designated
Provider for the purposes of an evaluation, the procedure or necessary post
discharge followp.

The Eligible Expensdor lodging for the patient (while not a Hospital inpatient) and
one companion.

If the patient is an enrolled Dependent minor child, the transportation expenses of
two companions will be covered.

Travel and lodging expenses are only available ifi¢m pssides more than 50
miles from the Designated Provider.

<SS S

Reimbursement for certain lodging expenses for the patient and his/her
companion(s) may be included in the taxable income of the Plan participant if the
reimbursement exceeds the per diem rate.

Yy The transplant program offers a combined overall lifetime maximum of $10,000 per
Covered Person for all transportation and lodging expenses incurred by you and
reimbursed under the Plan in connection with all qualified procedures.

The Claims Administratarust receive valid receipts for such charges before you will be
reimbursed. Reimbursement is as follows:

70 SECTION - CLINICAPROGRAMS ANRESOURCES


http://www.myoptumhealthcomplexmedical.com/

CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

Lodging

y A per diem rate, up to $50.00 per day, for the patient or the caregiver if the patient is
in the Hospital.

y A per diem rate, up to $100.00qbey, for the patient and one caregiver. When a
child is the patient, two persons may accompany the child.

Examples of items that are not covered:

y  Groceries.

Alcoholic beverages.

Personal or cleaning supplies.

Meals.

Overthe-counter dressings or medicaddies.

Deposits.

SSEIE Y

Utilities and furniture rental, when billed separate from the rent payment.
Yy Phone calls, newspapers, or movie rentals.
Transportation

Yy Automobile mileage (reimbursed at the IRS medical rate) for the most direct route
between the patienisme and the Designated Provider.

Taxi fares (not including limos or car services).
Economy or coach airfare.

Parking.

Trains.

Boat.

SIS SK XS

Bus.
y  Tolls.
Wellness Programs

Quit For Life Program

UnitedHealthcare provides a tobacco cessation program to help usbexoathdraw

from nicotine dependendehe Quit For Lif& program employs an evidehesed

combination of physical, psychological and behavioral strategies to help enable you to take
responsibility for and overcome your addiction to tobacco use.

If you are a tobacco user, the Quit For“ifeogram tailors a quitting plan for you and
incorporates the following components:

Multiple planned phorgased coaching sessions.
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Unlimited access to Quit Coach® staff for ongoing support for the duration of your
program via tolfree phone and live chat.

Nicotine replacement therapy (patch or gum) sent to you in conjunction with your quit date.

Unlimited access to a mokHiiendly online web portal, including support tools that
complement your pho#mased coaching.

An online Quit Guide designed to complement your pbased coaching sessions and
web activity.

Tailored motivational emails sent throughout your quitting process.
Personalized, interactive text messages.

If you would like to enroll in Quit For Leorif you would like additional information
regarding the program and also how to access the program online, please call the number on
your ID card.

Women's Health/Reproductive

Maternity Support Program

If you are pregnant or thinking about becoming pregnant, and you are enrolled in the
medical Plan, you can get valuable educational information, advice and comprehensive case
management by calling the number on your ID card. Your enroliment in the pitidram

handled by an OB nurse who is assigned to you.

This program offers:

Yy Enrollment by an OB nurse.

Preconception health coaching.

Written and online educational resources covering a wide range of topics.
First and second trimester risk screenings.

Identification and management efoathighrisk conditions that may impact
pregnancy.

Predelivery consultation.

Coordination with and referrals to other benefits and programs available under the
medical plan.

< <SS SSS S

A phone call from a nurse approximately twekg/postpartum to provide
information on postpartum and newborn care, feeding, nutrition, immunizations and
more.

Yy Postpartum depression screening.

Participation is completely voluntary and without extra charge. To take full advantage of the
program, youra encouraged to enroll within the first trimester of Pregnancy. You can
enroll any time, up to your 34th week. To enroll, call the number on your ID card.

As a program participant, you can always call your nurse with any questions or concerns you
might hae.
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SECTION-&EXCLUSINS AND LIMITATIOMBYAT THE MEDICAL RLA
WILL NOT COVER

What this section includes:
Yy Services, supplies and treatments that are not Covered Health Services, except as may
be specifically provided for in SectioAdilitional Coverage Details.

The Plan does not pay Benefits for the following services, treatments or supplies even if they
arerecommended or prescribed by a provider or are the only available treatment for your
condition.

When Benefits are limited within any of the Covered Health Services categories described in
Section 6Additional Coverage Détade limits are statedive corresponding Covered

Health Service category in Sectidtdn Highlightsmits may also apply to some Covered
Health Services that fall under more than one Covered Health Service category. When this
occurs, those limits are also stated in Séctdan HighlighBlease review all limits

carefully, as the Plan will not pay Benefits for any of the services, treatments, items or
supplies that exceed these benefit limits.

Please note that in listing services or examples, when the SPD says "thiduines,"

or "including but not limited to", it is not UnitedHealthcare's intent to limit the
description to that specific list. When the Plan does intend to limit a list of services or
examples, the SPD specifically states that the list "is limited to."

Alternative Treatments

1. Acupressure

2. Aromatherapy.

3. Hypnotism.

4. Massage therapy.

5. Rolfing.

6. Art therapy, music therapy, dance therapy, horseback therapy and other forms of
alternative treatment as defined byN#igonal Center for ComplementasraativAlt
Medicine (NCCANM theNational Institutes of HeElik exclusion does not apply to
Manipulative Treatment and Am@nipulative osteopathic care for which Benefits are
provided as described in SectioAddlitional Coverage Details

Dental

1. Dental care (which includes dentah)s, supplies and appliances and all associated
expenses, including hospitalizations and anestkegpa dental services for a child
under the age of 9, for someone withranic disability, or for someone that has a
medical condition that requires hospitalization or general anesthesia
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This exclusion does not apply to accidgated dental services for which Benefits are
provided as described unBemtal ServicAsadent Onlg Section 6Additional Coverage
Details.

This exclusion does not apply to dental anesthesia for which Benefits are provided as
described undé@&ental Anesthasi§ection 6Additional Coverage Details

This exclusion does not apply to derded (oral examinationrys, extractions and
non-surgical elimination of oral infection) required for the direct treatment of a medical
condition for which Benefits are available under the Plan, limited to:

- Transplant preparation.
- Prior to the initiatin of immunosuppressive drugs.
- The direct treatment of acute traumatic Injury, cancer or cleft palate.

Dental care that is required to treat the effects of a medical condition, but that is not
necessary to directly trde medical condition, is excluded. Examples include treatment
of dental caries resulting from dry mouth after radiation treatment or as a result of
medication.

Endodontics, periodontal surgery and restorative treatment are excluded.

2. Preventive care, diagnosis, treatment of or related to the teeth, jawbones or gums.
Examples include:

- Extractions (including wisdom teeth), restoration and replacement of teeth.
- Medical or surgical treatments of dental conditions.
- Sevices to improve dental clinical outcomes.

This exclusion does not apply to preventive care for which Benefits are provided under
theUnited States Preventive Services rEaghr&meet or thidealth Resources and Services
Administration (HRS#&jyurement. This exclusion also does not apply to aecident
related dental services for which Benefits are provided as describedniati8ervices
Accident OrySection 6Additional Coverage Details

3. Dentalimplants, bone grafts, and other imptalsted procedures.
This exclusion does not apply to accidglated dental services for which Benefits are

provided as described undental ServicAscident OmtySection 6Additional Coverage
Details

4. Dental braces (orthodontics).
5. Treatment of congenitally missing, malpositioned or supernumerary (extra) teeth, even if
part of a Congenital Anomaly.

Devices, Appliancesd Prosthetics

1. Devices used specifically as safety items or to affect performanceielagsatts
activities.
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7.
8.

Orthotic appliances and devices that straightershape a body part, except as
described und@®urable Medical Equipment (DMEection 6Additional Coverage Details

Examples of excluded orthotic appliances and devices include but are not limited to,
foot orthotics and some types of braces, incladihgtic braces available otlex

counter. This exclusion does not include diabetic footwear which may be covered for a
Covered Person with diabetic foot disease.

The following items are excluded, even if prescribed by a Physician:

- Blood pressure cuffionitor.

- Enuresis alarm.

- Non-wearable external defibrillator.
- Trusses.

- Ultrasonic nebulizers.

Repairs to prosthetic devices due to misuse, malicious damage or gross neglect.

Replacement of prosthetic devices due to misuse, malicious damageegiecbss
to replace lost or stolen items.

Devices and computers to assist in communication and speech egdeetdted
speeclyeneartingevices and trachesophageal voice devices for which Benefits are
provided as described underable Medi&quipmeint Section 6Additional Coverage
Details

Oral appliances for snoring.

Powered and nepowered exoskeleton devices.

Drugs

1

Prescription drug products for outpatient use that arebfjli@grescription order or
refill.

Selfadministered or sétifused medications. This exclusion does not apply to
medications which, due to their characteristics, (as determined by UnitedHealthcare the
Claims Alministrator), must typically be administered or directly supervised by a
qualified provider or licensed/certified health professional in an outpatient setting. This
exclusion does not apply to hemophilia treatment centers contracted to dispense
hemophiligactor medications directly to Covered Persons fonfsesion.

Non-injectable medications given in a Physician's office. This exclusion does not apply
to noninjectable medications that are required lEn@rgency and consumed in the
Physician's office.

Overthe-counter drugs and treatments.

Growth hormone therapy.
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6. Certain New Pharmaceutical Products and/or neweltigags until the date as
determined by the Claims Administrator o
later than December 31st of the following calendar year.

This exclusion does not apply if you have-thigatening Sickness or conditiore(on

that is likely to cause death within one year of the request for treatment). If you have a
life-threatening Sickness or condition, under such circumstances, Benefits may be
available for the New Pharmaceutical Product to the extent provided for méSectio
Additional Coverage Detalils.

7. A Pharmaceutical Product that contains (an) active ingredient(s) available in and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Produch &terminations may be made up to six
times during a calendar year.

8. A Pharmaceutical Product that contains (an) active ingredient(s) which is (are) a
modified version of and therapeutically equivalent (having essentially the same efficacy
and adverseffect profile) to another covered Pharmaceutical Product. Such
determinations may be made up to six times during a calendar year.

9. Benefits for Pharmaceutical Products for the amount dispensed (days' supply or quantity
limit) which exceeds the suppiyitl

10. A Pharmaceutical Product with an approved biosimilar or a biosimilar and
therapeutically equivalent (having essentially the same efficacy and adverse effect profile)
to another covered Pharmaceutical Product. For the purpose of this exclusion a
"biosimilar" is a biological Pharmaceutical Product approved based on showing that it is
highly similar to a reference product (a biological Pharmaceutical Product) and has no
clinically meaningful differences in terms of safety and effectiveness febeneheer
product. Such determinations may be made up to six times per calendar year.

11. Certain Pharmaceutical Products for which there are therapeutically equivalent (having
essentially the same efficacy and adverse effect profile) alternativesumesable
otherwise required by law or approved by us. Such determinations may be made up to
six times during a calendar year.

12.Compounded drugs that contain certain bulk chemicals. Compounded drugs that are
available as a similar commercially avadhatenaceutical Product.

Experimental or Investigational or Unproven Services

1. Experimental or Investigational Services and Unproven Services and all services related
to Experimental or Investigational and UrproServices are excludéte fact that an
Experimental or Investigational or Unproven Service, treatment, device or
pharmacological regimen is the only available treatment for a particular condition will
not result in Benefits if the procedure is corsid® be Experimental or
Investigational or Unproven in the treatment of that particular condition.
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This exclusion does not apply to Covered Health Services provided during a Clinical
Trial for which Benefits are provided as described Ghdal Trigin Section 6,
Additional Coverage Details

Foot Care

1

9.

Routine foot care. Examples include the cutting or removal of corns and calluses.

This exclusion does not apply to preventive foot ca@of@red Persons with diabetes
for which Benefits are provided as described rialeetes Seruc8gction 6,
Additional Coverage Details

Nail trimming, cutting, or debriding (removal of dead skindarlying tissue).
Hygienic and preventive maintenance foot care. Examples include:

- Cleaning and soaking the feet.
- Applying skin creams in order to maintain skin tone.

This exclusion does not applyteventive foot care for Covered Persons who are at
risk of neurological or vascular disease arising from diseases such as diabetes.

Treatment of flat feet.

Treatment bsubluxation of the foot.
Shoes.

Shoe orthotics.

Shoe inserts.

Arch supports.

Gender Dysphoria

1

Cosmetic Procedures, including the following:

- Abdominoplasty.

- Blepharoplasty.

- Breast enlargement, including augmentation mammoplasty and breast implants.
- Body contouring, such as lipoplasty.

- Brow lift.

- Calf implants.

- Cheek, chin, and nose implants.

- Injection of fillers or neurotoxins.

- Face lift, forehead lift, or neck tightening.

- Facial bone remodeling for facial feminizations.
- Hair removal.

- Hair transplantation.

- Lip augmentation.
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- Lip reduction.

- Liposuction.

- Mastopexy.

- Pectoral implants for chest masculinization.

- Rhinoplasty.

- Skin resurfacing.

- Thyroid cartilage reduction; reduction thyroid chondroplasty; trachea shave (removal
or reduction of the Adam's Apple).

- Voice modification surgery.

- Voicelessons and voice therapy.

Medical Supplies

1

2.

Prescribed or neprescribed medicstipplies. Examples include:

- Compression stockings.
- Ace bandages.
- Gauze and dressings.

This exclusion does not apply to:

- Disposble supplies necessary for the effective use of Durable Medical Equipment
for which Benefits are provided as described inatable Medical Equipiment
Section 6Additional Coverage Details
- Diabetic supplies for which Benefits are provided as désordDiabetes Services
in Section 6Additional Coverage Details
- Ostomy supplies for which Benefits are provided as describe@siodey Supplies
in Section 6Additional Coverage Details
- Urinary catheters for which Benefits are provided as ddaandietJrinary Catheters
in Section 6Additional Coverage Details

Tubings and masks except when used with Durable Medical Equipment as described
underDurable Medical Equipim&etctiohAdditional CovgeeDetails

Mental HealtiNeurobiological Disorder8utism Spectrum Disorder Servieesl
SubstanceéRelated and Addictive Disord€esvices

In addition to all other exclusions listed in this SectiexcRisions and Limitatibes
exclusions listedirectly below apply to services described Meteal Heal8ervices,
Neurobiological Diserélatsm Spectrum Disorder 8ad/meSubstarRelated and Addictive
Disordef&ervices in Section 6, Additional Coverage Details

1

Services performed in connection with conditions not classified in the current edition of
thelnternational Classification of Diseases section on Mental and BaHawagraldiicsorders
and Statisticalmal of the American Psychiatric Association

Outside of an initial assessment, services as treatments for a primary diagnosis of
conditions and problems that may be a focus of clinical attention, but acalgpecifi
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noted not to be mental disorders within the current edition Diabgaostic and Statistical
Manual of the American Psychiatric Association

Outside of initial assessment, services as treatments for the primary diagnoses of learning
disabilitis, conduct and disruptive impulse control and conduct disorders, gambling
disorder, and paraphilic disorders.

Services that are solely educational in nature or otherwise paid under state or federal law
for purely educational purposes.

Tuition for or services that are scHoa$ed for children and adolescents required to be
provided by, or paid for by, the school undemmtiwiduals with Disabilities Education Act.

Outside of initial assessment, unspecified disorders for which the provider is not
obligated to provide clinical rationale as defined in the current editioDiafjthestic
and Statistical Manual of the American Psychiatric Association

Transitional Living services.
Non-Medical 24dour Withdrawal Management.
High intensity residential care includingerican Society of Addiction Medicine (ASAM)

criteria for Covered Persons with substegleged and addictive disorders who are
unable to participate in their care due to significant cognitive impairment.

Nutrition

1

Nutritional or cosmetic therapy using high dose or mega quantities of vitaranass

or elements, and other nutrition based therapy. Examples include supplements,
electrolytes and foods of any kind (including high protein foods and low carbohydrate
foods).

Food of any kind, infant fornaylstandard misased formula, and donor breast milk.
This exclusion does not apply to enteral formula and other modified food products for
which Benefits are provided as described &mderal Nutrition Section 6Additional
Coverage Details

Health education classes unless offered by UnitedHealthcare or its affiliates, including
but not limited to asthma, smoking cessation, and weight control classes.

Personal Care, Comfort or Convenience

1

2.

3.

4.

Television.
Telephone.
Beauty/barber service.

Guest service.
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Supplies, equipment and similar incidentals for personal comfort. Examples include:

- Air conditioners, air purifiers and filters and dehumidifiers.

- Batteries and battery chargers.

- Breast pumps. (This exclusion does not apply to breast pumpslicBevtefits are
provided under thEealth Resources and Services Administratiequ(irsRsax.)

- Car seats.

- Chairs, bath chairs, feeding chairs, toddler chairs, ergonomically correct chairs, chair
lifts and recliners.

- Exercise equipment and treadmills

- Hot and cold compresses.

- Hot tubs.

- Humidifiers.

- Jacuzzis.

- Medical alert systems.

- Motorized beds, neHospital beds, comfort beds and mattresses.

- Music devices.

- Personal computers.

- Pillows.

- Poweroperated vehicles.

- Radios.

- Safety equipment.

- Saunas.

- Stairlifts and stair glides.

- Strollers.

- Treadmills.

- Vehicle modifications such as van lifts.

- Video players.

- Whirlpools.

Physical Appearance

1

Cosmetic Procedures. See the definition in SectiGio&darizxamplesiclude:

- Liposuction or removal of fat deposits considered undesirable, including fat
accumulation under the male breast and nipple.

- Pharmacological regimens, nutritional procedures or treatments.

- Scar or tattoo removal or revision procedures (such asssalalthemosurgery
and other such skin abrasion procedures).

- Sclerotherapy treatment of veins.

- Hair removal or replacement by any means.

- Treatments for skin wrinkles or any treatment to improve the appearance of the skin.

- Treatment for spider veins.

- Skinabrasion procedures performed as a treatment for acne.

- Treatments for hair loss.

- Varicose vein treatment of the lower extremities, when it is considered cosmetic.
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5.

Replacement of an existing intact breast implant if the earlier breast implant was
performed as a Cosmetic Proceddote: Replacement of an existing breast implant is
considered reconstructive if the initial breast implant followed mastectomy. See
Recotmactive Procedunir@sction 6Additional Coverage Details

Physical conditioning programs such as athletic trainindguiloiityg, exercise, fitness,
flexibility, health club memberships and programsgegpadnts and diversion or
general motivation.

Weight loss programs whether or not they are under medical supervision or for medical
reasons, even if for morbid obesity.

Treatment of benign gynecoma@tmormal breast enlargement in males).

Procedures and Treatments

1

2.

Biofeedback.

Medical and surgical treatment of snoring, except when provided as a part of treatment
for documented obstructive sleep apnea.

Rehabilitation services and Manipulative Treatment to improve general physical
condition that are provided to reduce potential risk factors, where significant therapeutic
improvement is not expected, including routinesteyngor maintenance/preventive
treatment.

Outpatient cognitive rehabilitation therapy except as Medically Necessary following
traumatic brain Injury stroke

Excision or elimination of hanging skin on any part of the body. Examples include
plastic surgery procedures called abdominoplasty and brachioplasty.

Psychosurgery (lobotomy).

Standalone multdisciplinary smoking cessation programs. Thesegramns that

usually include health care providers specializing in smoking cessation and may include a
psychologist, social worker or other licensed or certified professional. The programs
usually include intensive psychological support, behavior modifeciniques and
medications to control cravings.

Chelation therapy, except to treat heavy metal poisoning.

Physiological modalities and procedures that result in similar or redundant therapeutic
effects when performed on the same body region theisgme visit or office
encounter.

10 The following treatments for obesity:

- Non-surgical treatment of obesity, even if for morbid obesity.
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- Surgical treatment of obesity even if there is a diagnosis of morbid obesity

11 Medical and surgical treatmof excessive sweating (hyperhidrosis).

12 Services for the evaluation and treatment of temporomandibular joint syndrome (TMJ),
whether the services are considered to be medical or dental in nature.

13.Upper and lower jawbone surgery, orthognatigersuand jaw alignment. This
exclusion does not apply to reconstructive jaw surgery required for Covered Persons
because of a Congenital Anomaly, acute traumatic Injury, dislocation, tumors, cancer or
obstructive sleep apnea.

14 Breast reduction surgé¢inat is determined to be a Cosmetic Procedure.

This exclusion does not apply to breast reduction surgery which the Claims
Administrator determines is requested to treat a physiologic functional impairment or to
coverage required by Wwmmen's Health aado@r Rights Act of 1&9&hich Benefits

are described undeeconstructive Proce@eesor, Additional Coverage Detalls

15 Congenital Heart Disease surgery that is not receivedsigiaated Provider

16. Habilitative services foraintenance/preventive treatment.
17. Intracellular micronutrient testing.
Providers

1. Services performed by a provider who is a family member by birth or marriage, including
your Spouse, brother, sister, papechild. This includes any service the provider may
perform on himself or herself.

2. Services performed by a provider with your same legal residence.
3. Services ordered delivered by a Christian Science practitioner.

4. Services performed by an unlicensed provider or a provider who is operating outside of
the scope of his/her license.

5. Sevices provided at a Freestanding Facility or diagnostic HuasgpétalFacility without
an order written by a Physician or other provider. Services whichdarecsedf to a
Freestanding Facility or diagnostic Hosp#aéd Facility. Services ordesed b
Physician or other provider who is an employee or representative of a Freestanding
Facility or diagnostic Hospitedsed Facility, when that Physician or other provider:

- Has not been actively involved in your medical care prior to ordering the service.
- Is not actively involved in your medical care after the service is received.

This exclusion does not apply to mammography.
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Reproduction

1. Health care services and related expenses for infertility treatments, including assisted
reproductive technology, redjass of the reason for the treatment.

2. The following services related to a Gestational Carrier or Surrogate:

- All costs related to reproductive techniques including:
A Assistive reproductive technology.
A Artificial insemination.
A Intrauterine insemination.
A Obtaining and transferring embryo(s).
- Health care services including:
A Inpatient or outpatient prenatal care and/or preventive care.
A Screenings and/or diagnostic testing.
A Delivery and postatal care.
The exclusion for the health care services listed ddes/aot apply when the
Gestational Carrier or Surrogate is a Covered Person.

- All fees including:
A Screening, hiring and compensation of a Gestational Carrier or Surrogate
including surrogacy agency fees.
A Surrogate insurance premiums.
A Travel or transportain fees.
3. The following services related to donor services for donor sperm, ovum (egg cell) or

oocytes (eggs), or embryos (fertilized eggs):

- Donor egg® The cost of donor eggs, including medical costs related to donor
stimulation and egg retrieval.
- Donor permd The cost of procurement and storage of donor sperm.
4. Storage and retrieval of all reproductive materials. Examples include eggs, sperm,

testicular tissue and ovarian tissue.
5. The reversal of voluntary sterilization.
6. In vitro fertilization regardleskthe reason for treatment.

Services Provided under Another Plan
Services for which coverage is available:

1. Under another plan, except for Eligible Expenses payable as described in Section 10,
Coordination aid8is (COB)

2. Under workers' compensation, or similar legislation if you could elect it, or could have it
elected for you.

3. Services resulting from accidental bayilyies arising out of a motor vehicle accident
to the extent the services are payable under a medical expense payment provision of an
automobile insurance policy.
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4.

5.

While on active military duty.

For treatment of military senviadated disabilities when you are legally entitled to other
coverage, and facilities are reasonably available to you.

Transplants

1

Health services for organ and tissue transplants except those described under
Transplantation Semi&extion 6Additional Coverage Dethls UnitedHealthcare
determines the transplant to be appropriate according to UnitedHealthcare's transplant
guidelines.

Health services for transplants involving animal organs

Transplants that are not performed Resignated ProvidgiThis exclusion does not
apply to coraa transplants.)

Health services connected with the removal of an organ or tissue from you for purposes
of a transplant to another person. (Donor costs that are directly related to organ removal
are payable forteansplant through the organ recipient's Benefits under the Plan.)

Travel

1

Health services provided in a foreign country, unless required as Emergency Health
Services.

Travel or transportation expenses, even if ordered by a Physician, except as identified
underTravel and Lod@gngectiory, Clinical Programs and Regalditiesal travel

expenses related to Covered Health Services receive®é&signated Prodermay

be reimbursed at the Plan's discretion. This exclusion does not apply to ambulance
transportation for which Benefits are provided as describeddumui@ance Serinces
Section 6Additional Coverage Details

Types of Care

1

2.

3.

Custodial Care as defined in Sectiosb$sanr maintenance care.
Domiciliary Care, as defined in Sectioliggsary.

Multi-disciplinary pain management programs provided on an inpatient basis for acute
pain or for exacerbation of chronic pain.

Private Duty Nursing.

Respite care. Thexclusion does not apply to respite care that is part of an integrated
hospice care program of services provided to a terminally ill person by a licensed hospice
care agency for which Benefits are provided as describeldaspies CaneSection 6,
Additional Coverage Details

Rest cures.
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7.

8.

Services of personal care attendants.

Work hardening (individualized treatment iogrdesigned to return a person to work
or to prepare a person for specific work).

Vision and Hearing

1

Implantable lenses used only to correct a refractive error (such as Intacs corneal
implants).

Purchase @b and associated fitting and testing charges for hearing aids, Bone Anchor
Hearing Aids (BAHA) and all other hearing assistive devices.

Eye exercise or vision therapy

Surgery and other related treatment that is intended to correct nearsightedness,
farsightedness, presbyopia and astigmatism including, but not limited to, procedures
such as laser and other refractive eye surgery and radial keratotomy.

Cost and associated fitting charges for eyeglasses or contact lenses except for initial pair
of eyeglasses pasttaract surgery.

All Other Exclusions

1

2.

Autopsies and other coroner services and transportation services for a corpse.

Charges for:

Missedappointments.

Room or facility reservations.
Completion of claim forms.
Record processing.

Charges prohibited by federal-&imkback or selfeferral statutes.
Diagnostic tests that are:

- Delivered in other than a Physician's office or health care facility.
- Selfadministered home diagnostic tests, including but not limited to HIV and
Pregnancy tests.

Expenses for healdervices and supplies:

- That are received as a result of war or any act of war, whether declared or
undeclared, while part of any armed service force of any country. This exclusion
does not apply to Covered Persons who are civilians injured or othfsreves [af
war, any act of war or terrorism in a-m@m zone.

- That are received after the date your coverage under this Plan ends, including health
services for medical conditions which began before the date your coverage under the
Plan ends.
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- For which youhave no legal responsibility to pay, or for which a charge would not
ordinarily be made in the absence of coverage under this Benefit Plan.
- That exceed Eligible Expenses or any specified limitation in this SPD.

In the event a NoiNetwork provider waives, does not pursue, or fails to collect

the Coinsurance, any deductible or other amount owed for a particular health service, no
Benefits are provided for the health service for whicboinsurance and/or dedibte

are waived.

Foreign language and sign language services.
Long term (more than 30 days) storage of blood, umbilical cord or other material.

Health services and supplies that do not meet the definition of a Covered Health Service
- see the definition in Section GdgssarZovered Health Services are those health

services including services, supplies or Pharmaceutiagatf?mehich the Claims
Administrator determines to be all of the following:

- Medically Necessary.

- Described as a Covered Health Service in this SPD under SActthiodial
Coverage Detil$ in Section Plan Highlights.

- Not otherwise excluded ingH5PD under this SectiorE&clusions and Limitations

10. Health services related to a4@overed Health Service: When a service is not a

Covered Health Service, all services related to thabmered Healthe®vice are also
excluded. This exclusion does not apply to services the Plan would otherwise determine
to be Covered Health Services if they are to treat complications that arise from the non
Covered Health Service.

For the purpose of this exclusion, aripbication” is an unexpected or unanticipated
condition that is superimposed on an existing disease and that affects or modifies the
prognosis of the original disease or condition. Examples of a "complication” are
bleeding or infections, following a Costrfetocedure, that require hospitalization.

11 Physical, psychiatric or psychological exams, testing, all forms of vaccinations and

immunizations or treatments when:

- Required solely for purposes of education,ssppdamp, travel, career or
employment, insurance, marriage or adoption; or as a result of incarceration.

- Conducted for purposes of medical research. This exclusion does not apply to
Covered Health Services provided during a Clinical Trial for whictsBeaef
provided as described un@#nical Trials Section 6Additional Coverage Details

- Related to judicial or administrative proceedings or orders.

- Required to obtain or maintain a license of any type.
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SECTION-CLAIMS ROCEDURES

What this section includes:
y° How Network and no#Network claims work.

Yy What to do if your claim is denied, in whole or in part.

Network Bend$

In general, if you receive Covered Health Services from a Network provider,
UnitedHealthcare will pay the Physician or facility directly. If a Network provider bills you
for any Covered Health Service other than@oiunsurance, please contact tlowiger or

call UnitedHealthcare at the phone number on your ID card for assistance.

Keep in mind, you are responsible for meeting the Annual Deductible and paying
anyCoinsurance owed to a Network provider at the time of service, or when you receive a
bill from the provider.

NonNetwork Benefits

If you receive a bill for Covered Health Services from-Betarork provideryou (or the

provider if they prefer) must send the bill to UnitedHealthcare for processing. To make sure
the claim is processed ppiy and accurately, a completed claim form must be attached

and mailed to UnitedHealthcare at the address on the back of your ID card.

If Your Provider Does Not File Your Claim

You can obtain a claim form by visitmgw.myuhc.com calling the tcfree number on
your ID card or contacting Human Resouriég®u do not have a claim form, simply
attach a brief letter of explanation to the bill, and verify that the bill contains the information
listed below. If any of these items are missing fronillthgu can include them in your
letter:
Yy Your name and address.
The patient's name, age and relationship to the Participant.
The number as shown on your ID card.
The name, address and tax identification number of the provider of the service(s).
A diagnos from the Physician.

The date of service.

SIS XS

An itemized bill from the provider that includes:

TheCurrent Procedural Terminologyo(leBT)

A description of, and the charge for, each service.

- The date the Sickness or Injury began.

- A statement indicating either that you are, or you are not, enrolled for coverage
under any other health insurance plan or program. If you are enrolled for other
coverage you must include the name and address of the other carrier(s).
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Failure to provide alhe information listed above may delay any reimbursement that may be
due you.

For medical claims, the above information should be filed with UnitedHealthcare at the
address on your ID card.

After UnitedHealthcare has processed your claim, you wi# paogivent for Benefits that
the Plan allows. It is your responsibility to pay théletmork provider the charges you
incurred, including any difference between what you were billed and what the Plan paid.

Payment of Benefits

When you assign your Benefits under the Plan teMateork provider with
UnitedHealthcare 's consent, and theMetwork provider submits a claim for payment,

you and the nehletwork provider represent and warrant that the Covered Health Services
wereactually provided and were medically appropriate.

To be recognized as a valid assignment of Benefits under the Plan, the assignment must
reflect the Cover ed PNewalprodder wdlgereptidechalit t hat
t he Cover e durde thesRlan énd applicabld state and federal laws, including

l egally required notices and procedur al revi
and that the Covered Person will no longer be entitled to those rights. If an assignment form
does ot comply with this requirement, but directs that your benefit payment should be

made directly to the provider, UnitedHealthcare may in its discretion make payment of the
benefits directly to the provider for your convenience, but will treat you, eathibeth

provider, as the beneficiary of your claim. If Benefits are assigned or paynwent to a
Networkprovider is made, Clermont County reserves the right to offset Benefits to be paid

to the provider by any amounts that the provider owes Clermont (daeloting amounts

owed as a result of the assignment of other
pursuant tdrefund of Overpaymegstion 1@Coordination of Benefits

UnitedHealthcare will pay Benefits to you unless:

Yy The provider subnts a claim form to UnitedHealthcare that you have provided signed
authorization to assign Benefits directly to that provider.

Yy You make a written request for the-4hN&twork provider to be paid directly at the time
you submit your claim.

UnitedHealthcare Wvonly pay Benefits to you or, with written authorization by you, your
Provider, and not to a third party, even if your provider purports to have assigned Benefits
to that third party.

Form of Payment of Benefits

Payment of Benefits under the Plan skal lbash or cash equivalents, or in the form of

other consideration that UnitedHealthcare in its discretion determines to be adequate. Where
Benefits are payable directly to a provider, such adequate consideration includes the
forgiveness in whole or ianp of amounts the provider owes to other plans for which
UnitedHealthcare makes payments, where the Plan has taken an assignment of the other
plans' recovery rights for value.
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Health Statements

Each month in which UnitedHealthcare processes at lealstion®icyou or a covered
Dependent, you will receive a Health Statement in the mail. Health Statements make it easy
for you to manage your family's medical costs by providing claims informatietoin easy
understand terms.

If you would rather track clairies yourself and your covered Dependents online, you may
do so atvww.myuhc.com You may also elect to discontinue receipt of paper Health
Statements by making the appropriate selection on this site.

Explanation of Benefits (EOB)

You may request that UnitedHealthcare send you a paper copy of an Explanation of
Benefits (EOB) after processing the claim. The EOB will let you know if there is any portion
of the claim you need to pay. If any claims are denied in whole or in parB thid EO

include the reason for the denial or partial payment. If you would like paper copies of the
EOBs, you may call the tbkbe number on your ID card to request them. You can also

view and print all of your EOBs onlinevatw.myuhc.com See Sectidit,Glossarfor

the definition of Explanation of Benefits.

Important - Timely Filing of Non -Network Claims
All claim forms for noiNetwork services must be submitted within 12 months aftef the
date of service. Otherwise, the Plan will not pay any 8éoretiat Eligible Expense, pr
Benefits will be reduced, as determined by UnitedHealfftuaré2month requiremen
does not apply if you are legally incapacitated. If your claim relates to an Inpatiept Stay,
the date of service is the date your lapaBtay ends.

Claim Denials and Appeals

If Your Claim is Denied

If a claim for Benefits is denied in part or in whole, you may call UnitedHealthcare at the
number on your ID card before requesting a formal appeal. If UnitedHealthcare cannot
resolve the ssie to your satisfaction over the phone, you have the right to file a formal
appeal as described below.

How to Appeal a Denied Claim
If you wish to appeal a denied-peevice request for Benefits, gmstvice claim or a
rescission of coverage as destieéow, you or your authorized representative must
submit your appeal in writing within 180 days of receiving the adverse benefit determination.
You do not need to submit urgent care appeals in writing. This communication should
include:

Yy The patient's naemand ID number as shown on the ID card.

Yy The provider's name.

Yy The date of medical service.

y' The reason you disagree with the denial.
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Yy Any documentation or other written information to support your request.
You or your authorized representative may senttenweiquest for an appeal to:
UnitedHealthcareAppeals

P.O. Box 30432
Salt Lake City, Utah 8413432

For urgent care requests for Benefits that have been denied, you or your provider can call
UnitedHealthcare at the tbiée number on your ID card tequest an appeal.

Types of claims
The timing of the claims appeal process is based on the type of claim you are agpealing.
If you wish to appeal a claim, it helps to understand whether it is an:
Yy Urgent care request for Benefits.

Yy Preservice request fBenefits.
Yy Postservice claim.

Yy~ Concurrent claim.

Urgent Appeals that Require Immediate Action

Your appeal may require immediate action if a delay in treatment could significantly increase
the risk to your health, or the ability to regain maximum function, or cause severe pain. If
your situation is urgent, your review will be conducted as qupzdgibie. If you believe

your situation is urgent, you may request an expedited review, and, if applicable, file an
external review at the same time. For help call the Claims Administrator at the number listed
on your health plan ID card. Generally, genirsituation is when your life or health may

be in serious jeopardy. Or when, in the opinion of your doctor, you may be experiencing
severe pain that cannot be adequately controlled while you wait for a decision on your claim
or appeal.

Review of an Apeal

UnitedHealthcare will conduct a full and fair review of your appeal. The appeal may be
reviewed by:

Yy An appropriate individual(s) who did not make the initial benefit determination.

Yy A health care professional with appropriate expertise who was nt¢dolusing
the initial benefit determination process.

Once the review is complete, if UnitedHealthcare upholds the denial, you will receive a
written explanation of the reasons and facts relating to the denial.

Filing a Second Appeal

Your Plan offers twdevels of appeal. If you are not satisfied with the first level appeal
decision, you have the right to request a second level appeal from UnitedHealthcare within
60 days from receipt of the first level appeal determination.
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Note: Upon written request afré@e of charge, any Covered Persons may examine their

claim and/or appeals file(s). Covered Persons may also submit evidence, opinions and
comments as part of the internal claims review process. UnitedHealthcare will review all
claims in accordance witle tlules established by th&. Department of Lakoy Covered

Person will be automatically provided, free of charge, and sufficiently in advance of the date
on which the notice of final internal adverse benefit determination is required, with: (i) any
new or additional evidence considered, relied upon or generated by the Plan in connection
with the claim; and, (ii) a reasonable opportunity for any Covered Person to respond to such
new evidence or rationale.

Federal External Review Program

If, after exhasting your internal appeals, you are not satisfied with the determination made
by UnitedHealthcarer if UnitedHealthcaffeils to respond to your appeal in accordance
with applicable regulations regarding timing, you may be entitled to requesgn exter
review of UnitedHealthc&aletermination. The process is available at no charge to you.

If one of the above conditions is met, you may request an external review of adverse benefit
determinations based upon any of the following:
y  Clinical reasons.

Yy The exclusions for Experimental or Investigational Service(s) or Unproven
Service(s).

Yy Rescission of coverage (coverage that was cancelled or discontinued retroactively).
Yy As otherwise required by applicable law.

You or your representative may request a stiaextarnal review by sending a written

request to the address set out in the determination letter. You or your representative may
request an expedited external review, in urgent situations as detailed below, by calling the
number on your ID card or by skmg a written request to the address set out in the
determination letter. A request must be made within four months after the date you received
UnitedHealthcal® decision.

An external review request should include all of the following:

y A specific requéefor an external review.

Yy The Covered Person's name, address, and insurance ID number.

Yy Your designated representative's name and address, when applicable.
Yy The service that was denied.

Yy Any new, relevant information that was not provided during the iatgpeal.

An external review will be performed by an Independent Review Organization (IRO).
UnitedHealthcare has entered into agreements with three or more IROs that have agreed to
perform such reviews. There are two types of external reviews available:

y A standard external review.
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Yy An expedited external review.

Standard External Review
A standard external review is comprised of all of the following:

y A preliminary review by UnitedHealthcare of the request.
y A referral of the request by UnitedHealthcare ttiRi@e
Yy A decision by the IRO.

Within the applicable timeframe after receipt of the request, UnitedHealthcare will complete
a preliminary review to determine whether the individual for whom the request was
submitted meets all of the following:

Yy Is or was coved under the Plan at the time the health care service or procedure that
is at issue in the request was provided.

Yy Has exhausted the applicable internal appeals process.

Yy Has provided all the information and forms required so that UnitedHealthcare may
processhe request.

After UnitedHealthcare completes the preliminary review, UnitedHealthcare will issue a
notification in writing to you. If the request is eligible for external review, UnitedHealthcare
will assign an IRO to conduct such review. UnitedHealthdbassign requests by either
rotating claims assignments among the IROs or by using a random selection process.

The IRO will notify you in writing of the request's eligibility and acceptance for external
review. You may submit in writing to the IROnhiwiten business days following the date of
receipt of the notice additional information that the IRO will consider when conducting the
external review. The IRO is not required to, but may, accept and consider additional
information submitted by you aften business days.

UnitedHealthcare will provide to the assigned IRO the documents and information
considered in making UnitedHealtheadetermination. The documents include:

y All relevant medical records.
y" All other documents relied upon by UnitedHeaittthc

y  All other information or evidence that you or your Physician submitted. If there is
any information or evidence you or your Physician wish to submit that was not
previously provided, you may include this information with your external review
requestand UnitedHealthcare will include it with the documents forwarded to the
IRO.

In reaching a decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reached by UnitedHealthbartRO will provide written notice

of its determination (the "Final External Review Decision") within 45 days after it receives
the request for the external review (unless they request additional time and you agree). The
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IRO will deliver the notice of Final External Review Decision to ydinéedHealthcare,
and it will include the clinical basis for the determination.

Upon receipt of a Final External Review Decision reversing
UnitedHealthcardetermination, the Plan will immediately provide coverage or payment for
the benefit claim at issin accordance with the terms and conditions of the Plan, and any
applicable law regarding plan remedies. If the Final External Review Decision is that
payment or referral will not be made, the Plan will not be obligated to provide Benefits for
the healtltare service or procedure.

Expedited External Review

An expedited external review is similar to a standard external review. The most significant
difference between the two is that the time periods for completing certain portions of the
review process amauch shorter, and in some instances you may file an expedited external
review before completing the internal appeals process.

You may make a written or verbal request for an expedited external review if you receive
either of the following:

Yy An adverse berietletermination of a claim or appeal if the adverse benefit
determination involves a medical condition for which the time frame for completion
of an expedited internal appeal would seriously jeopardize the life or health of the
individual or would jeopare the individual's ability to regain maximum function
and you have filed a request for an expedited internal appeal.

Yy Afinal appeal decision, if the determination involves a medical condition where the
timeframe for completion of a standard externa@wewvould seriously jeopardize
the life or health of the individual or would jeopardize the individual's ability to
regain maximum function, or if the final appeal decision concerns an admission,
availability of care, continued stay, or health care sgeeelure or product for
which the individual received emergency services, but has not been discharged from
a facility.

Immediately upon receipt of the request, UnitedHealthcare will determine whether the
individual meets both of the following:

y Is or wagovered under the Plan at the time the health care service or procedure that
is at issue in the request was provided.

Yy Has provided all the information and forms required so that UnitedHealthcare may
process the request.

After UnitedHealthcare completestindew, UnitedHealthcare will immediately send a

notice in writing to you. Upon a determination that a request is eligible for expedited
external review, UnitedHealthcare will assign an IRO in the same manner UnitedHealthcare
utilizes to assign standaxteenal reviews to IROs. UnitedHealthcare will provide all
necessary documents and information considered in making the adverse benefit
determination or final adverse benefit determination to the assigned IRO electronically or by
telephone or facsimile any other available expeditious method. The IRO, to the extent the
information or documents are available and the IRO considers them appropriate, must
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consider the same type of information and documents considered in a standard external
review.

In reaching decision, the IRO will review the claim as new and not be bound by any
decisions or conclusions reached by UnitedHealthbartRO will provide notice of the

final external review decision for an expedited external review as expeditiously as the
clamant's medical condition or circumstances require, but in no event more than 72 hours
after the IRO receives the request. If the initial notice is not in writing, within 48 hours after
the date of providing the initial notice, the assigned IRO will pnoitie@ confirmation of

the decision to you and to UnitedHealthcare.

You may contact UnitedHealthcare at thdrasl number on your ID card for more
information regarding external review rights, or if making a verbal request for an expedited
external reew.

Timing of Appeals Determinations

Separate schedules apply to the timing of claims appeals, depending on the type of claim.
There are three types of claims:

Yy Urgent care request for Benefiisrequest for Benefits provided in connection with
urgent are services.

Yy PreService request for Benefitsrequest for Benefits which the Plan must approve
or in which you must notify UnitedHealthcare beforeungent care is provided.

Yy PostService a claim for reimbursement of the cost of-nayent care thdas
already been provided.

Please note that the decision is based only on whether or not Benefits are available under the
Plan for the proposed treatment or procedure.

You may have the right to external review througidapendent Review Orgafiz@dion

upon the completion of the internal appeal process. Instructions regarding any such rights,
and how to access those rights, will be provided in the Claims Administrator's decision letter
to you.

The tables below describe the time frames which ytinaedHealthcare are required to
follow.

Urgent Care Request for Benefits

Type of Request for Benefits or Appeal Timing

If your request for Benefits is incomplete, UnitedHealthc

must notify you within: 24 hours
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Urgent Care Request for Benefits

Type of Request for Benefits or Appeal

Timing

You must then provide completedjuest for Benefits to
UnitedHealthcare within:

48 hoursafter
receiving notice of
additional informatior
required

UnitedHealthcare must notify you of the benefit
determination within:

72 hours

If UnitedHealthcare denies your request for Benefits, yol
must appeal an adverse benefit determination no later tk

180 daysfter
receiving the advers
benefit determination

UnitedHealthcare must notify you of the appeal decision
within:

72 hoursafter
receiving the appea

“You do not need to submit urgeare appeals in writing. You should call UnitedHealthce

soon as possible to appeal an urgent care request for Benefits.

Pre-Service Request for Benefits

Type of Request for Benefits or Appeal Timing
If your request for Benefits is fileaproperly, 5 davs
UnitedHealthcare must notify you within: y
If your request for Benefits is incomplete, UnitedHealthc

: o 15 days
must notify you within:
You must then provide completed request for Benefits 45 davs
information to UnitedHealthcare within: y
UnitedHealthcare must notify you of the benefit determination:
y if the initial request for Benefits is complete, within: 15 days
y after receiving the completed request for Benefits (if

initial request for Benefits is incomplete), within: 15 days

Youmust appeal an adverse benefit determination no laf
than:

180 daysfter
receiving the advers
benefit determinatior]

UnitedHealthcare must notify you of the first level appea
decision within:

15 daysafter receiving
the first level appeal
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Pre-Service Request for Benefits

Type of Request for Benefits or Appeal Timing

60 daysafter receiving
the first level appeal
decision

You must apgal the first level appeal (file a second level
appeal) within:

UnitedHealthcare must notify you of the second level ap| 15 daysafter receiving
decision within: the second level appe

*UnitedHealthcare may require a-time extension for the initial claim determination, of n
more than 15 days, only if more time is needed due to circumstances beyond control ¢

PostService Claims

Type of Claim or Appeal Timing

If_yo_ur.clalm is incomplete, UnitedHealthcare must notify 30 days
within:
You must then provide completed claim information to 45 davs
UnitedHealthcare within: y
UnitedHealthcare must notify you of the benefit determination:
y if the initial claim is completeithin: 30 days
y after receiving the completed claim (if the initial claim

incomplete), within: 30 days

180 daysfter
receiving the advers
benefit determination

You must appeal an adverse benefit determination no la
than:

UnitedHealthcare musttify you of the first level appeal | 30 daysafter receiving
decision within: the first level appeal

60 daysafter receiving
the first level appeal
decision

You must appeal the first level appeal (file a second leve
appeal) within:

UnitedHealthcare musbtify you of the second level appe{ 30 daysafter receiving
decision within: the second level appe

Concurrent Care Claims

If an ongoing course of treatment was previously approved for a specific period of time or
number of treatments, and your regiteeextend the treatment is an urgent care request for
Benefits as defined above, your request will be decided within 24 hours, provided your
request is made at least 24 hours prior to the end of the approved treatment.
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UnitedHealthcare will make a deteation on your request for the extended treatment
within 24 hours from receipt of your request.

If your request for extended treatment is not made at least 24 hours prior to the end of the
approved treatment, the request will be treated as an urgesguesefor Benefits and

decided according to the timeframes described above. {jamg@rourse of treatment

was previously approved for a specific period of time or number of treatments, and you
request to extend treatment in a-ooggent circumstancgour request will be considered a
new request and decided according tegepgice or prservice timeframes, whichever

applies.

Limitation of Action

You cannot bring any legal action against Clermont County or the Claims Administrator to
recover reimlmgement until 90 days after you have properly submitted a request for
reimbursement as described in this section and all required reviews of your claim have been
completed. If you want to bring a legal action against Clermont County or the Claims
Administator, you must do so within three years from the expiration of the time period in
which a request for reimbursement must be submitted or you lose any rights to bring such
an action against Clermont County or the Claims Administrator.

You cannot bring angdal action against Clermont County or the Claims Administrator for
any other reason unless you first complete all the steps in the appeal process described in
this section. After completing that process, if you want to bring a legal action against
Clermon County or the Claims Administrator you must do so within three years of the date
you are notified of the final decision on your appeal or you lose any rights to bring such an
action against Clermont County or the Claims Administrator.
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SECTION H@OORDIATION OF BENEFITOB}

What this section includes:
Yy~ How your Benefits under this Plan coordinate with other medical plans.

Yy~ How coverage is affected if you become eligible for Medicare.

Yy Procedurem the event the Plan overpays Benefits.

Benefits When You Have Coverage under More than One Plan

This section describes how Benefits under the Plan Sponséts&esdf group medical
benefit plan will be coordinated with those of any other plan thiatgsrbenefits to you.

When Does Coordination of Benefits Apply?

ThisCoordination of Benefits pf@@B)jon applies when a person has health care coverage
under more than one Plan. Plan is defined below.

The order of benefit determination rules belovein the order in which each Plan will pay
a claim for benefits.

Primary Plan The Plan that pays first is called the Primary Plan. The Primary
Plan must pay benefits in accordance with its policy terms without regard to the
possibility that another Plaray cover some expenses.

Secondary PlanThe Plan that pays after the Primary Plan is the Secondary

Plan. The Secondary Plan may reduce the benefits it pays so that payments from
all Plans do not exceed 100% of the total Allowable Expense. Allowable

Expense is defined below.

Definitions
For purposes of this section, terms are defined as follows:

A. Plan. A Plan is any of the following that provides benefits or services for medical,
pharmacy or dental care or treatment. If separate contracts are wsedeto pr
coordinated coverage for members of a group, the separate contracts are considered
parts of the same plan and there is no COB among those separate contracts.

1. Plan includes: group and Fgnoup insurance contracts, health maintenance
organization (HM{contracts, closed panel plans or other forms of group or group
type coverage (whether insured or uninsured); medical care components of long
term care contracts, such as skilled nursing care; medical benefits under group or
individual automobile contragand Medicare or any other federal governmental
plan, as permitted by law.

2. Plan does not include: hospital indemnity coverage insurance or other fixed
indemnity coverage; accident only coverage; specified disease or specified accident
coverage; limitecehbefit health coverage, as defined by state law; school accident
type coverage; benefits for moadical components of lotgym care policies;
Medicare supplement policies; Medicaid policies; or coverage under other federal
governmental plans, unless pteah by law.
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Each contract for coverage under 1. or 2. above is a separate Plan. If a Plan has two
parts and COB rules apply only to one of the two, each of the parts is treated as a
separate Plan.

B. This Plan. This Plan means, in a COB provision, the part of the contract providing the
health care benefits to which the COB provision applies and which may be reduced
because of the benefits of other plans. Any other part of the contract providing health
care berfés is separate from This Plan. A contract may apply one COB provision to
certain benefits, such as dental benefits, coordinating only with similar benefits, and
may apply another COB provision to coordinate other benefits.

C. Order of Benefit Determinaton Rules The order of benefit determination rules
determine whether This Plan is a Primary Plan or Secondary Plan when the person has
health care coverage under more than one Plan. When This Plan is primary, it
determines payment for its benefits firkireethose of any other Plan without
considering any other Plan's benefits. When This Plan is secondary, it determines its
benefits after those of another Plan and may reduce the benefits it pays so that all Plan
benefits do not exceed 100% of the totawslble Expense.

D. Allowable Expense For the purposes of COB, an Allowable Expense is a health care
expense, including deductibles, coinsurance and copayments, that meets the definition
of a Covered Health Service under This Plan. When a Plan prowefiesibehe
form of services, the reasonable cash value of each service will be considered an
Allowable Expense and a benefit paid. An expense that is not covered by any Plan
covering the person is not an Allowable Expense. In addition, any expanse that
provider by law or according to contractual agreement is prohibited from charging a
Covered Person is not an Allowable Expense.

When the provider is a Network provider for both the primary plan and this Plan, the

all owabl e e x pen seawoik mate.tWinen thp provideais aynetwdrka n 6 s n
provider for the primary plan and a #gtwork provider for this Plan, the allowable
expense is the primary pl an &Netwarlegromider Kk r at e.

for the primary plan and a Network\ader for this Plan, the allowable expense is the

reasonable and customary charges allowed by the primary plan. When the provider is a non
Network provider for both the primary plan and this Plan, the allowable expense is the
greater of torakle andcostomdryacimasyés. Ifrthés @lan is secondary to

Medi care, please also refer to the discussio
Al l owabl e Expense When this Plan is Secondar

The following are examples of expenseswicas that are not Allowable Expenses:

1. The difference between the cost of a-peivate hospital room and a private room
is not an Allowable Expense unless one of the Plans provides coverage for private
hospital room expenses.

2. If a person is covered hwd or more Plans that compute their benefit payments on
the basis of usual and customary fees or relative value schedule reimbursement
methodology or other similar reimbursement methodology, any amount in excess of
the highest reimbursement amount forezifip benefit is not an Allowable
Expense.
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3. If a person is covered by two or more Plans that provide benefits or services on the
basis of negotiated fees, an amount in excess of the highest of the negotiated fees is
not an Allowable Expense.

4. If a person isovered by one Plan that calculates its benefits or services on the basis
of usual and customary fees or relative value schedule reimbursement methodology
or other similar reimbursement methodology and another Plan that provides its
benefits or services the basis of negotiated fees, the Primary Plan's payment
arrangement shall be the Allowable Expense for all Plans. However, if the provider
has contracted with the Secondary Plan to provide the benefit or service for a
specific negotiated fee or paynamount that is different than the Primary Plan's
payment arrangement and if the provider's contract permits, the negotiated fee or
payment shall be the Allowable Expense used by the Secondary Plan to determine its
benefits.

5. The amount of any benefit redantby the Primary Plan because a Covered Person
has failed to comply with the Plan provisions is not an Allowable Expense.

Examples of these types of plan provisions include second surgical opinions,
precertification of admissions and preferred providerggments.

Closed Panel PlanClosed Panel Plan is a Plan that provides health care benefits to
Covered Persons primarily in the form of services through a panel of providers that

have contracted with or are employed by the Plan, and that exclefitssiden

services provided by other providers, except in cases of emergency or referral by a panel
member.

Custodial Parent Custodial Parent is the parent awarded custody by a court decree or,
in the absence of a court decree, is the parent withtivbaimld resides more than
one half of the calendar year excluding any temporary visitation.

What Are the Rules for Determining the Order of Benefit Payments?

When a person is covered by two or more Plans, the rules for determining the order of
benefit myments are as follows:

A.

B.

The Primary Plan pays or provides its benefits according to its terms of coverage and
without regard to the benefits under any other Plan.

Except as provided in the next paragraph, a Plan that does not contain a coordination of
bendits provision that is consistent with this provision is always primary unless the
provisions of both Plans state that the complying plan is primary.

Coverage that is obtained by virtue of membership in a group that is designed to
supplement a part of adi@package of benefits and provides that this supplementary
coverage shall be in excess of any other parts of the Plan provided by the contract
holder. Examples of these types of situations are major medical coverages that are
superimposed over base glaspital and surgical benefits and insurance type coverages
that are written in connection with a Closed Panel Plan to provadenetwork

benefits.

A Plan may consider the benefits paid or provided by another Plan in determining its
benefits only wheihis secondary to that other Plan.
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D. Each Plan determines its order of benefits using the first of the following rules that

apply:

1. Non-Dependent or DependentThe Plan that covers the person other than as a
dependent, for example as an employee, formaryempinder COBRA,
policyholder, subscriber or retiree is the Primary Plan and the Plan that covers the
person as a dependent is the Secondary Plan. However, if the person is a Medicare
beneficiary and, as a result of federal law, Medicare is secohddpiato ¢overing
the person as a dependent; and primary to the Plan covering the person as other than
a dependent (e.g. a retired employee); then the order of benefits between the two
Plans is reversed so that the Plan covering the person as an erojibyyedder,
subscriber or retiree is the Secondary Plan and the other Plan is the Primary Plan.

2. Dependent Child Covered Under More Than One Coverage Pldadnless there
is a court decree stating otherwise, plans covering a dependent child shall determine
the order of benefits as follows:
a) For a dependent child whose parents are married or are living together, whether

or not they have ever been married:

(1) The Plan of the parent whose birthday falls earlier in the calendar year is the
Primary Plan; or

(2) If both parents have the same birthday, the Plan that covered the parent
longest is the Primary Plan.

b) For a dependent child whose parents are divorced or separated or are not living
together, whether or not they have ever been married:

(1) If a court decree statesttbae of the parents is responsible for the
dependent child's health care expenses or health care coverage and the Plan
of that parent has actual knowledge of those terms, that Plan is primary. If
the parent with responsibility has no health care cofmréigedependent
child's health care expenses, but that parent's spouse does, that parent's
spouse's plan is the Primary Plan. This shall not apply with respect to any
plan year during which benefits are paid or provided before the entity has
actual knoveldge of the court decree provision.

(2) If a court decree states that both parents are responsible for the dependent
child's health care expenses or health care coverage, the provisions of
subparagraph a) above shall determine the order of benefits.

(3) If a courtdecree states that the parents have joint custody without specifying
that one parent has responsibility for the health care expenses or health care
coverage of the dependent child, the provisions of subparagraph a) above
shall determine the order of béisef

(4) If there is no court decree allocating responsibility for the child's health care
expenses or health care coverage, the order of benefits for the child are as
follows:

(a) The Plan covering the Custodial Parent.
(b) The Plan covering the Custodial Parentissep
(c) The Plan covering the n@ustodial Parent.
(d) The Plan covering the n@ustodial Parent's spouse.
c) For a dependent child covered under more than one plan of individuals who are
not the parents of the child, the order of benefits shall be determined, as
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applicable, under subparagraph a) or b) above as if those individuals were parents
of the child.

d (i) For a dependent child who has cover
and al so has his or her own coverage as
rule in paragraph (5) applies.

(ii) I n the event the dependent <chil
the same date as the dependent <chil d
plans, the order of benefits shall be determined by applyonghiti@y rule in

subparagraph (a) to the dependent child

3. Active Employee or Retired or Laigoff Employee The Plan that covers a
person as an active employee, that is, an employee who is neither laid off nor retired
is the Primary Plan. The same would hold true if a person is a dependent of an active
employee and that same person is a dependent of a retiredfbetapdoyee. If
the other Plan does not have this rule, and, as a result, the Plans do not agree on the
order of benefits, this rule is ignored. This rule does not apply if the rule labeled D.1.
can determine the order of benefits.

4. COBRA or State Continuation Coveragdf a person whose coverage is provided
pursuant to COBRA or under a right of continugtimvided by state or other
federal law is covered under another Plan, the Plan covering the person as an
employee, member, subscriber or retiree or covering the person as a dependent of an
employee, member, subscriber or retiree is the Primary Plar, GOBRA or
state or other federal continuation coverage is the Secondary Plan. If the other Plan
does not have this rule, and as a result, the Plans do not agree on the order of
benefits, this rule is ignored. This rule does not apply if the ruleDabetzoh
determine the order of benefits.

5. Longer or Shorter Length of Coveragelhe Plan that covered the person the
longer period of time is the Primary Plan and the Plan that covered the person the
shorter period of time is the Secondary Plan.

6. If the preceding rules do not determine the order of benefits, the Allowable
Expenses shall be shared equally between the Plans meeting the definition of Plan.
In addition, This Plan will not pay more than it would have paid had it been the
Primary Plan.

Effect onhe Benefits of This Plan

A. When This Plan is secondary, it may reduce its benefits so that the total benefits paid or
provided by all Plans are not more than the total Allowable Expenses. In determining
the amount to be paid for any claim, if the SecoRtarywould have paid the same
amount or less than the Primary Plan paid, This Plan pays no Benefits; If the Secondary
Plan would have paid more than the Primary Plan paid, This Plan will pay the difference;
and apply that amount to any Allowable Experger s Plan that is unpaid by the
Primary Plan. The Secondary Plan may then reduce its payment by the amount so that,
when combined with the amount paid by the Primary Plan, the total benefits paid or
provided by all Plans for the claim may be lesshthaotal Allowable Expense for that
claim. In addition, the Secondary Plan shall credit to its plan deductible any amounts it
would have credited to its deductible in the absence of other health care coverage.
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B. If a Covered Person is enrolled in two or mosed Panel Plans and if, for any reason,
including the provision of service by a-panel provider, benefits are not payable by
one Closed Panel Plan, COB shall not apply between that Plan and other Closed Panel
Plans.

C. This Coverage Plan reduces itehts as described below for Covered Persons who are
eligible for Medicare when Medicare would be the Primary Plan.

Medicare benefits are determined as if the full amount that would have been payable
under Medicare was actually paid under Medicard; even i

- The person is entitled but not enrolled in Medicare. Medicare benefits are
determined as if the person were covered under Medicare.
- The person is enrolled in a Medicare Advantage (Medicare Part C) plan and receives
non-covered services because the pealisbnot follow all rules of that plan.
Medicare benefits are determined as if the services were covered under Medicare.
- The person receives services from a provider who has electenltoodpt
Medicare. Medicare benefits are determined as if thessemfie covered under
Medicare and the provider had agreed to limit charges to the amount of charges
allowed under Medicare rules.
- The services are provided in any facility that is not eligible for Medicare
reimbursements, including a Veterans Admirostratility, facility of the
Uniformed Services, or other facility of the federal government. Medicare benefits
are determined as if the services were provided by a facility that is eligible for
reimbursement under Medicare.
- The person is enrolled undegilan with a Medicare Medical Savings Account.
Medicare benefits are determined as if the person were covered under Medicare.
Important: If you are eligible for Medicare on a primary basis (Medicare pays before
Benefits under this Coverage Plan), you shotddl for and maintain coverage under
both Medicare Part A and Part B. If you don't enroll and maintain that coverage, and if
This Plan is secondary to Medicare, This Plan will pay Benefits under this Coverage Plan
as if you were covered under both Medi®art A and Part B. As a result, youoBbut
pocket costs will be higher.

If you have not enrolled in Medicare, Benefits will be determined as if you timely
enrolled in Medicare and obtained services from a Medicare participating provider if
either of he following applies:

- You are eligible for, but not enrolled in, Medicare and this Coverage Plan is

secondary to Medicare.
- You have enrolled in Medicare but choose to obtain services from a doctor that

optsout of the Medicare program.
When calculating thCoverage Plan's Benefits in these situations for administrative
convenience, the Claims Administrator may, as the Claims Administrator determines,
treat the providerds billed charges, rathe
Medicare limiting charges the Allowable Expense for both this Coverage Plan and
Medicare.
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Right to Receive and Release Needed Information

Certain facts about health care coverage and services are needed to apply these COB rules
and to determine benefits payable under Thismlastteer Plans. The Claims

Administrator may get the facts the Claims Administrator needs from, or give them to, other
organizations or persons for the purpose of applying these rules and determining benefits
payable under This Plan and other Plans cgvbéarperson claiming benefits.

This Plan need not tell, or get the consent of, any person to do this. Each person claiming
benefits under This Plan must give the Claims Administrator any facts the Claims
Administrator needs to apply those rules and deéeh@anefits payable. If you do not

provide the Claims Administrator the information the Claims Administrator needs to apply
these rules and determine the Benefits payable, your claim for Benefits will be denied.

Payments Made

A payment made under anotR&an may include an amount that should have been paid

under This Pl an. I f it does, the Cl ai ms Admi
that amount to the organization that made the payment. That amount will then be treated as
though it were a beiitepaid under This Plan. This Plan will not have to pay that amount

again. The term "payment made" includes providing benefits in the form of services, in

which case "payment made" means reasonable cash value of the benefits provided in the

form of servies.

Does This Plan Have the Right of Recovery?

If the amount of the payments This Plan made is more than This Plan should have paid
under this COB provision, This Plan may recover the excess from one or more of the
persons This Plan have paid or for whdms Plan have paid; or any other person or
organization that may be responsible for the benefits or services provided for you. The
"amount of the payments made" includes the reasonable cash value of any benefits provided
in the form of services.

Overpaymdrand Underpayment of Benefits

If you are covered under more than one medical plan, there is a possibility that the other
plan will pay a benefit that the Plan should have paid. If this occurs, the Plan may pay the
other plan the amount owed.

If the Plan pys you more than it owes under this COB provision, you should pay the excess
back promptly. Otherwise, the Plan Sponsor may recover the amount in the form of salary,
wages, or benefits payable under any Plan Sphamded benefit plans, including thisnP|

The Plan Sponsor also reserves the right to recover any overpayment by legal action or
offset payments on future allowable expenses.

If the Plan overpays a health care provider, the Plan reserves the right to recover the excess
amount from the providgursuant to Refund of Overpayments, below.
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Refund of Overpayments

If the Plan pays for Benefits for expenses incurred on account of you, you, or any other
person or organization that was paid, must make a refund to the Plan if:

The Pl an 0 spayoBeriefitsgvastcontngenttorothe expenses incurred

being legally owed and paid by you, but all or some of the expenses were not

paid by you or did not legally have to be paid by you.

All or some of the payment the Plan made exceeded the BenefitseuRtiar. th

All or some of the payment was made in error.
The amount that must be refunded equals the amount the Plan paid in excess of the amount
that should have been paid under the Plan. If the refund is due from another person or
organization, you agreehtgp the Plan get the refund when requested.

If the refund is due from you and you do not promptly refund the full amount owed, the

Plan may recover the overpayment by reallocating the overpaid amount to pay, in whole or

in part, future Benefits for yduat are payable under the Plan. If the refund is due from a

person or organization other than you, the Plan may recover the overpayment by

reallocating the overpaid amount to pay, in whole or in part, (i) future Benefits that are

payable in connection wihrvices provided to other Covered Persons under the Plan; or

(i) future Benefits that are payment in connection with services provided to persons under

other plans for which the Claims Administrator processes payments, pursuant to a
transactioninwhicthhe Pl ands overpayment recovery rig
in exchange for such plans®é remittance of t
reallocated payment amount will either:

F
h

equal the amount of the required refund, or
if less thanhe full amount of the required refund, will be deducted from the
amount of refund owed to the Plan.
The Plan may have other rights in addition to the right to reallocate overpaid amounts and
other enumerated rights, including the right to commenceactzyal

How Are Benefits Paid When This Plan is Secondary to Medicare?

If This Plan is secondary to Medicare, then Benefits payable under This Plan will be based
on Medicare's reduced benefits.

What is Different When You Qualify for Medicare?

Determining Which Plan is Primary When You Qualify for Medicare

As permitted by law, this Plan will pay Benefits second to Medicare when you become
eligible for Medicare, even if you don't elect it. There are, however, Médiokre
individuals for whom the Plaays Benefits first and Medicare pays benefits second:

Employees with active current employment status age 65 or older and their
Spouses age 65 or older (however, domestic partners are excluded as provided by
Medicare).

Individuals with endtage renal skase, for a limited period of time.
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Disabled individuals under age 65 with current employment status and their
Dependents under age 65.

Determining the Allowable Expense When this Plan is Secondary to Medicare

If this Plan is secondary to Medicare, théiddee approved amount is the allowable

expense, as long as the provider accepts reimbursement directly from Medicare. If the
provider accepts reimbursement directly from Medicare, the Medicare approved amount is
the charge that Medicare has determined thil recognize and which it reports on an
"explanation of Medicare benefits" issued by Medicare (the "EOMB") for a given service.
Medicare typically reimburses such providers a percentage of its approv@dftdrarge

80%.

If the provider does not eept assignment of your Medicare benefits, the Medicare limiting
charge (the most a provider can charge you if they don't accept Méylozaty 115% of

the Medicare approved amount) will be the allowable expense. Medicare payments,
combined with PlaBenefits, will not exceed 100% of the allowable expense.

If you are eligible for, but not enrolled in, Medicare, and this Plan is secondary to Medicare,
or if you have enrolled in Medicare but choose to obtain services from a provider that does
not partigpate in the Medicare program (as opposed to a provider who does not accept
assignment of Medicare benefits), Benefits will be paid on a secondary basis under this Plan
and will be determined as if you timely enrolled in Medicare and obtained senaces from
Medicare participating provider.

When calculating the Plan's Benefits in these situations, and when Medicare does not issue
an EOMB, for administrative convenience the Claims Administrator will treat the provider's
billed charges for covered servisdh@allowable expense for both the Plan and Medicare,
rather than the Medicare approved amount or Medicare limiting charge.

If this Plan is secondary to Medicare, it determines the amount it will pay for a Covered
Health Services by following the stegiew.

The Plan determines the amount it would have paid based on the primary plan's
allowable expense.
If this Plan would have paid less than the primary plan paid, the Plan pays no
Benefits.
If this Plan would have paid more than the primary plan maRlathwill pay
the difference.
The maximum combined payment you can receive from all plans may be less than 100% of
the allowable expense.

Medlicare Crossover Program

The Plan offers a Medicare Crossover program for Medicare Part A and Part B and Durable
Medical Equipment (DME) claims. Under this program, you no longer have to file a
separate claim with the Plan to receive secondary benefits for these expenses. Your
Dependent will also have this automated Crossover, as long as he or she is eligible for
Medcare and this Plan is your only secondary medical coverage.
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Once the Medicare Part A and Part B and DME carriers have reimbursed your health care
provider, the Medicare carrier will electronically submit the necessary information to the
Claims Administrat to process the balance of your claim under the provisions of this Plan.

You can verify that the automated crossover took place when your copy of the explanation
of Medicare benefits (EOMB) states your claim has been forwarded to your secondary
carrier.

This crossover process does not apply to expenses that Medicare does not cover. You must
continue to file claims for these expenses.

For information about enrollment or if you have questions about the program, call the
telephone number listed on your kyat
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SECTION }SUBROGAON AND REIMBURSHEWIE

The Plan has a right to subrogation and reimbursétnerit.e r e n ¢ ers @ yoo wry® uidn o
thisSubrogation and Reimbusssti@mishall include you, your estate and your heirs and
beneficiaries unless otherwise stated.

Subrogation applies when the plan has paid Benefits on your behalf for a Sickness or Injury
for which any third party is allegedly responsible. The right to subrogation means that the
Plan is substituted to and shall succeed to any and all legal ¢clgousriag be entitled to

pursue against any third party for the Benefits that the Plan has paid that are related to the
Sickness or Injury for which any third party is considered responsible.

Subrogationd Example

Suppose you are injured in a car acdidaiits not your fault, and you receive Benef|ts
under the Plan to treat your injuries. Under subrogation, the Plan has the right tq take
legal action in your name against the driver who caused the accident and that dfiver's
insurance carrier to recovee ttost of those Benefits.

The right to reimbursement means that if it is alleged that any third party caused or is
responsible for a Sickness or Injury for which you receive a settlement, judgment, or other
recovery from any third party, you must use hraseeds to fully return to the Plan 100%

of any Benefits you receive for that Sickness or peayight of reimbursement shall

apply to any Benefits received at any time until the rights are extinguished, resolved or
waived in writing.

Reimbursementd Example
Suppose you are injured in a boating accident that is not your fault, and you recg¢ive

Benefits under the Plan as a result of your injuries. In addition, you receive a settlement in
a court proceeding from the individual who caused the accaeniust use the
settlement funds to return to the plan 100% of any Benefits you received to treaf your
injuries.

The following persons and entities are considered third parties:

Yy A person or entity alleged to have caused you to suffer a Sickness damages, or
who is legally responsible for the Sickness, Injury or damages.

Any insurer or other indemnifier of any person or entity alleged to have caused or who
caused the Sickness, Injury or damages.

y
y The Pl an Sponsor i n a otheomakee alleging liagbditmp ens at i o
y

Any person or entity who is or may be obligated to provide Benefits or payments to you,
including Benefits or payments for underinsured or uninsured motorist protection, no
fault or traditional auto insurance, medical paycogerage (auto, homeowners or
otherwise), workers' compensation coverage, other insurance carriers or third party
administrators.
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Yy Any person or entity against whom you may have any claim for professional and/or legal
malpractice arising out of or corteedo a Sickness or Injury you allege or could have
alleged were the responsibility of any third party.

Yy Any person or entity that is liable for payment to you on any equitable or legal liability
theory.

You agree as follows:

Yy You will cooperate with thea®lin protecting its legal and equitable rights to
subrogation and reimbursement in a timely manner, including, but not limited to:

- Notifying the Plan, in writing, of any potential legal claim(s) you may have against
any third party for acts which causedeBits to be paid or become payable.

- Providing any relevant information requested by the Plan.

- Signing and/or delivering such documents as the Plan or its agents reasonably
request to secure the subrogation and reimbursement claim.

- Responding to reque$ts information about any accident or injuries.

- Making court appearances.

- Obtaining the Plands consent or its agent
liability or payment of medical expenses.

- Complying with the terms of this section.

Your failureo cooperate with the Plan is considered a breach of contract. As such, the Plan
has the right to terminate your Benefits, deny future Benefits, take legal action against you,
and/or set off from any future Benefits the value of Benefits the Plan hatatiaigl to

any Sickness or Injury alleged to have been caused or caused by any third party to the extent
not recovered by the Plan due to you or your representative not cooperating with the Plan.

If the Plan incurs attorneys' fees and costs in orddtect toird party settlement funds

held by you or your representative, the Plan has the right to recover those fees and costs
from you. You will also be required to pay interest on any amounts you hold which should
have been returned to the Plan.

Yy The Plarhas a first priority right to receive payment on any claim against any third party
before you receive payment from that third
to payment is superior to any and all claims, debts or liens asserted byany medic
providers, including but not limited to hospitals or emergency treatment facilities, that
assert a right to payment from funds payable from or recovered from an allegedly
responsible third party and/or insurance carrier.

y The Pl ands s ubursemgnarightsaapply to fullland partiahsettlements,
judgments, or other recoveries paid or payable to you or your representative, your estate,
your heirs and beneficiaries, no matter how those proceeds are captioned or
characterized. Payments inclbdeare not limited to, economic, regonomic,
pecuniary, consortium and punitive damages. The Plan is not required to help you to
pursue your claim for damages or personal injuries and no amount of associated costs,
including attodoneysesd feem,t sbaPlabésdeecov:
express written consent. Noecadled "Fund Doctrine" or "Common Fund Doctrine" or
"Attorneyds Fund Doctrine"™ shall defeat th
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< <

< <

Regardless of whether you have been fully compensated or madeenPlale may

collect from you the proceeds of any full or partial recovery that you or your legal
representative obtain, whether in the form of a settlement (either before or after any
determination of liability) or judgment, no matter how those proceedptoned or
characterized. Proceeds from which the Plan may collect include, but are not limited to,
economic, noeconomic, and punitive damages. No "collateral source" rule, any "Made
Whole Doctrine" or "Mak&/hole Doctrine," claim of unjust enrichipeor any other

equitable I imitation shall l'imit the Pl anbd

Benefits paid by the Plan may also be considered to be Benefits advanced.

If you receive any payment from any party as a result of Sickness or InjuyRland th
alleges some or all of those funds are due and owed to the Plan, you and/or your
representative shall hold those funds in trust, either in a separate bank account in your
name or in your representative's trust account.

By participating in and actieg Benefits from the Plan, you agree that (i) any amounts
recovered by you from any third party shall constitute Plan assets to the extent of the
amount of Plan Benefits provided on behalf of the Covered Person, (ii) you and your
representative shall tiduciaries of the Plan (within the meaning of ERISA) with

respect to such amounts, and (iii) you shall be liable for and agree to pay any costs and
fees (including reasonable attorney fees) incurred by the Plan to enforce its
reimbursement rights.

The Plands rights to recovery wil/ not be

By participating in and accepting Benefits from the Plan, you agree to assign to the Plan
any Benefits, claims or rights of recovery you have under any automobile policy

includng nefault Benefits, PIP Benefits and/or medical payment Berwfitsr

coverage or against any third party, to the full extent of the Benefits the Plan has paid for
the Sickness or Injury. By agreeing to provide this assignment in exchange for

partcpat i ng in and accepting Benefits, you ac

to assert, pursue and recover on any such claim, whether or not you choose to pursue
the claim, and you agree to this assignment voluntarily.

The Plan may, at its option, talkeeessary and appropriate action to preserve its rights
under these provisions, including but not limited to, providing or exchanging medical
payment information with an insurer, the
party; filing an ERISA rabursement lawsuit to recover the full amount of medical

Benefits you receive for the Sickness or Injury out of any settlement, judgment or other
recovery from any third party considered responsible and filing suit in your name or your
est at e 0s doesnutebligate the Rlam in any way to pay you part of any

recovery the Plan might obtain. Any ERISA reimbursement lawsuit stemming from a
refusal to refund Benefits as required under the terms of the Plan is governed by a six
year statute of limitatisn

You may not accept any settlement that does not fully reimburse the Plan, without its
written approval.

The Plan has the authority and discretion to resolve all disputes regarding the
interpretation of the language stated herein.
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Y In the case of your death, giving rise to any wrongful death or survival claim, the
provisions of this section apply to your estate, the personal representative of your estate,
and your heirs or beneficiaries. Il n the ca
reimbursement and right of subrogation shall apply if a claim can be brought on behalf
of you or your estate that can include a claim for past medical expenses or damages. The
obligation to reimburse the Plan is not extinguished by a release of ciilesmens
agreement of any kind.

Yy No allocation of damages, settlement funds or any other recovery, by you, your estate,
the personal representative of your estate, your heirs, your beneficiaries or any other
person or party, shall be valid if it does @iatliurse the Plan for 100% of its interest
unless the Plan provides written consent to the allocation.

Yy The provisions of this section apply to the parents, guardian, or other representative of a
Dependent child who incurs a Sickness or Injury causedtbiycpgrty. If a parent or
guardian may bring a claim for damages arising out of a minor's Sickness or Injury, the
terms of this subrogation and reimbursement clause shall apply to that claim.

Yy If any third party causes or is alleged to have causedyfiarta Sickness or Injury
while you are covered under this Plan, the provisions of this section continue to apply,
even after you are no longer covered.

Yy In the event that you do not abide by the terms of the Plan pertaining to reimbursement,
the Plan materminate Benefits to you, your dependents or the participant, deny future
Benefits, take legal action against you, and/or set off from any future Benefits the value
of Benefits the Plan has paid relating to any Sickness or Injury alleged to have been
caused or caused by any third party to the extent not recovered by the Plan due to your
failure to abide by the terms of the Plan. If the Plan incurs attorneys' fees and costs in
order to collect third party settlement funds held by you or your represehatilan
has the right to recover those fees and costs from you. You will also be required to pay
interest on any amounts you hold which should have been returned to the Plan.

y' The Plan and all Administrators administering the terms and conditior2 bféha 6 s
subrogation and reimbursement rights have such powers and duties as are necessary to
discharge its duties and functions, including the exercise of its discretionary authority to
(1) construe and enforce t heursememtnghts of t he
and (2) make determinations with respect to the subrogation amounts and
reimbursements owed to the Plan.

Right of Recovery
The Plan also has the right to recover Benefits it has paid on you or your Dependent's behalf
that were:

Yy Made in erm

y" Due to a mistake in fact.

Yy Advanced during the time period of meeting the calendar year Deductible.

y

Advanced during the time period of meeting theoBBbcket Maximum for the
calendar year.
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Benefits paid because you or your Dependent misrepresdatacefalso subject to
recovery.

If the Plan provides a Benefit for you or your Dependent that exceeds the amount that
should have been paid, the Plan will:

Yy Require that the overpayment be returned when requested.

Y Reduce a future Benefit payment for yoroar Dependent by the amount of the
overpayment.

If the Plan provides an advancement of Benefits to you or your Dependent during the time
period of meeting the Deductible and/or meeting theo®Bbcket Maximum for the

calendar year, the Plan will semdor your Dependent a monthly statement identifying the
amount you owe with payment instructions. The Plan has the right to recover Benefits it has
advanced by:

Yy Submitting a reminder letter to you or a covered Dependent that details any
outstanding balae®wed to the Plan.

Yy Conducting courtesy calls to you or a covered Dependent to discuss any outstanding
balance owed to the Plan.
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SECTION }:2VHEN CZERAGE ENDS

What this section includes:
y  Circumstances that cause coverage to end.

Yy~ How to continue coverage after it ends.

Your entitlement to Benefits automatically ends on the date that coverage ends, even if you
are hospdlized or are otherwise receiving medical treatment on that date.

When your coverage ends, Clermont County will still pay claims for Covered Health Services
that you received before your coverage ended. However, once your coverage ends, Benefits
are not povided for health services that you receive after coverage ended, even if the
underlying medical condition occurred before your coverage ended.

Your coverage under the Plan will end on the earliest of:

Yy Thelast day of the monfour employment with theo@pany ends.
The date the Plan ends.

Thelast day of the mongou stop making the required contributions.
Thelast day of the montgou are no longer eligible.

Thelast day of the monthinitedHealthcare receives written notice from Clermont
County to end your coverage, or the date requested in the notice, if later.

<SS

Thelast day of the montjou retire or are pensioned under the Plan, unless specific
coverage is available for retiredemsioned persons and you are eligible for that
coverage.

Coverage for your eligible Dependents will end on the earliest of:

Yy The date your coverage ends.
Thelast day of the mongfou stop making the required contributions.

Thelast day of the monthinitedHealthcare receives written notice from Clermont
County to end your coverage, or the date requested in the notice, if later.

Thelast day of the mongfour Dependerthildno longer qualésasaDependents
under this Plan.

<SS

The last day of the mimyour Spouse no longer qualifies as a Dependent under this
plan.

Other Events Ending Your Coverage

The Plan will provide at least thirty days' prior written notice to you that your coverage will
end on the date identified in the notice if you commitapractice, or omission that
constituted fraud, or an intentional misrepresentation of a material fact including, but not
limited to, knowingly providing incorrect information relating to another person's eligibility
or status as a Dependent. You magahis decision during thedy notice period. The
notice will contain information on how to pursue your appeal.
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Note: If UnitedHealthcare and Clermont County find that you have performed an act,
practice, or omission that constitutes fraud, orrhade an intentional misrepresentation

of material fact, Clermont County has the right to demand that you pay back all Benefits
Clermont County paid to you, or paid in your name, during the time you were incorrectly
covered under the Plan.

Coverage for a €abled Dependent Child

Coverage for an unmarried enrolled Dependent child who is disabled will not end just
because the child has reached a certain age. The Plan will extend the coverage for that child
beyond the limiting age if both of the following rare riegarding the enrolled Dependent

child:

Yy Is not able to be sedlipporting because of mental or physical handicap or disability.
Yy Depends mainly on you for support.

Coverage will continue as long as the enrolled Dependent is medically certifieztlas disabl
and dependent unless coverage is otherwise terminated in accordance with the terms of the
Plan.

The Plan will ask you to furnish proof of the medical certification of disability within 31 days

of the date coverage would otherwise have ended becah#d teached a certain age.

Before the Plan agrees to this extension of coverage for the child, the Plan may require that a
Physician chosen by the Plan examine the child. The Plan will pay for that examination.

The Plan may continue to ask you for ptioatf the child continues to be disabled and
dependent. Such proof might include medical examinations at the Plan's expense. However,
the Plan will not ask for this information more than once a year.

If you do not provide proof of the child's disability @egkendency within 31 days of the
Plan's request as described above, coverage for that child will end.

Continuing Coverage Through COBRA

If you lose your Plan coverage, you may have the right to extend it u@destiidated
Omnibus Budgetonciliation Act of 1985 (COB&d¢fined in Section Glpssary

Continuation coverage und&dBRAIs available only to Plans that are subject to the terms
of COBRA You can contact your Plan Administrator to determine if Clermont County is
subjecto the provisions dCOBRA

Continuation Coverage under Federal Law (COBRA)

Much of the language in this section comes from the federal law that governs continuation
coverage. You should call your Plan Administrator if you have questions about your right t
continue coverage.

In order to be eligible for continuation coverage under federal law, you must meet the
definition of a "Qualified Beneficiary". A Qualified Beneficiary is any of the following
persons who were covered under the Plan on the day ligiahéying event:
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<

A Participant.

<,

A Participant's enrolled Dependent, including with respect to the Participant's
children, a child born to or placed for adoption with the Participant during a period
of continuation coverage under federal law.

y A Participatis former Spouse.

y If eligible for COBRA through the OPERS or Social Security disability definition,
the member is still eligible to continue their COBRA coverage.
Qualitying Events for Continuation Coverage under COBRA

The following table outlines sitoas in which you may elect to continue coverage under
COBRA for yourself and your Dependents, and the maximum length of time you can
receive continued coverage. These situations are considered qualifying events.

If Coverage Ends Because of You May Elect COBRA:
the Following Qualifying For Your
Events: For Yourself | For Your Spouse Child(ren)

Your work hours are reduced 18 months 18 months 18 months
Your employment terminates fo
any reason (other than gross 18 months 18 months 18 months
misconduct)
Youor your family member
become eligible for Social Secu
disability benefits at any time 29 months 29 months 29 months
within the first 60 days of losing
coverage
You die N/A 36 months 36 months
You divorce (or legally separate N/A 36 months 36 months
Your child is no longer an eligib
family member (e.g., reaches th N/A N/A 36 months
maximum age limit)

) . See table
You become entitled to Medica N/A See table below below
Clermont County files for
bankruptcy under Title 11, Unite ~ 36months 36 months | 36 month$
States Code.
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1Subject to the following conditions: (i) notice of the disability must be provided within the latest of
60 days after a). the determination of the disability, b). the date of the qualifying event, c). the date
the Qualified Bneficiary would lose coverage under the Plan, and in no event later than the end of
the first 18 months; (ii) the Qualified Beneficiary must agree to pay any increase in the required
premium for the additional 11 months over the original 18 monthsi) @riti€i Qualified

Beneficiary entitled to the 11 months of coverage haksadred family members who are also
Qualified Beneficiaries, then those-dizabled Qualified Beneficiaries are also entitled to the
additional 11 months of continuation cager. Notice of any final determination that the Qualified
Beneficiary is no longer disabled must be provided within 30 days of such determination. Thereafter,
continuation coverage may be terminated on the first day of the month that begins more than 30
days after the date of that determination.

2This is a qualifying event for any retired Participant and his or her enrolled Dependents if there is a
substantial elimination of coverage within one year before or after the date the bankruptcy was filed.

3From he date of the Participant's death if the Participant dies during the continuation coverage.

How Your Medicare Eligibility Affects Dependent COBRA Coverage

The table below outlines how your Dependents’ COBRA coverage is impacted if you
become entitled to édlicare.

You May Elect
If Dependent Coverage Ends When: COBRA Dependent
Coverage For Up To:

You become entitled to Medicare and don't experience ¢

additional qualifying events 18 months
You become entitled to Medicare, after which you exper
asecond qualifying event* before the initiaht8th period 36 months

expires

You experience a qualifying event*, after which you bec
entitled to Medicare before the initiahddhth period
expires; and, if absent this initial qualifying event, your 36 months
Medicare entitlement would have resulted in loss of
Dependent coverage under the Plan

* Your work hours are reduced or your employment is terminated for reasons other than gross
misconduct.

Getting Started

You will be notified by mail if you loete eligible for COBRA coverage as a result of a
reduction in work hours or termination of employment. The notification will give you
instructions for electing COBRA coverage, and advise you of the monthly cost. Your
monthly cost is the full cost, incluglimoth Participant and Employer costs, plus a 2%
administrative fee or other cost as permitted by law.

You will have up to 60 days from the date you receive notification or 60 days from the date
your coverage ends to elect COBRA coverage, whicheverYolatell then have an
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additional 45 days to pay the cost of your COBRA coverage, retroactive to the date your
Plan coverage ended.

During the 6@ay election period, the Plan will, only in response to a request from a
provider, inform that provider obyr right to elect COBRA coverage, retroactive to the
date your COBRA eligibility began.

While you are a participant in the medical Plan under COBRA, you have the right to change
your coverage election:

Yy During Open Enroliment.

Yy Following a change in fanshatus, as described un@aaenging Your Covierage
Section 2Introduction

Notification Requirements

If your covered Dependents lose coverage due to divorce, legal separation, or loss of
Dependent status, you or your Dependents must notify the Plan Administrator within 60
days of the latest of:

Yy The date of the divorce, legal separation or an enrollendeepe loss of eligibility
as an enrolled Dependent.

Yy The date your enrolled Dependent would lose coverage under the Plan.

Yy The date on which you or your enrolled Dependent are informed of your obligation
to provide notice and the procedures for providioly sotice.

You or your Dependents must also notify the Plan Administrator when a qualifying event
occurs that will extend continuation coverage.

If you or your Dependents fail to notify the Plan Administrator of these events within the 60
dayperiod, the Plan Administrator is not obligated to provide continued coverage to the
affected Qualified Beneficiary. If you are continuing coverage under federal law, you must
notify the Plan Administrator within 60 days of the birth or adoption odl.a chil

Once you have notified the Plan Administrator, you will then be notified by mail of your
election rights under COBRA.

Notification Requirements for Disability Determination

If you extend your COBRA coverage beyond 18 months because you are eligible for
disability benefits from Social Security, you must provide Human Regthuroetsce of

the Social Security Administration's determination within 60 days after you receive that
determination, and before the end of your inittaddi@h continuation perd.

The notice requirements will be satisfied by providing written notice to the Plan
Administrator at the address stated in Sectidmpértant Administrative Information: ERISA
The contents of the notice must be such that the Plan Administrakeitascstermine the
covered Employee and qualified beneficiary(ies), the qualifying event or disability, and the
date on which the qualifying event occurred.
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Trade Act of 2002

The Trade Act of 2002 amended COBRA to provide for a special sedagd>&IBRA

election period for certain Participants who have experienced a termination or reduction of
hours and who lose group health plan coverage as a result. The special second COBRA
election period is available only to a very limited group of individuaéhygénese who

are receiving trade adjustment assistance (TAA) or 'alternative trade adjustment assistance'
under a federal law called the Trade Act of 1974. These Participants are entitled to a second
opportunity to elect COBRA coverage for themseldeseatain family members (if they

did not already elect COBRA coverage), but only within a limited period of 60 days from the
first day of the month when an individual begins receiving TAA (or would be eligible to
receive TAA but for the requirement thagmployment benefits be exhausted) and only

during the six months immediately after their group health plan coverage ended.

If a Participant qualifies or may qualify for assistance under the Trade Act of 1974, he or she
should contact the Plan Administrdty additional information. The Participant must

contact the Plan Administrator promptly after qualifying for assistance under the Trade Act
of 1974 or the Participant will lose his or her special COBRA rights. COBRA coverage
elected during the specedaend election period is not retroactive to the date that Plan
coverage was lost, but begins on the first day of the special second election period.

When COBRA Ends
COBRA coverage will end before the maximum continuation period, on the earliest of the
following dates:
Yy The date, after electing continuation coverage, that coverage is first obtained under
any other group health plan.

The date, after electing continuation coverage, that you or your covered Dependent
first becomes entitled to Medicare.

The datecoverage ends for failure to make the first required premium payment
(premium is not paid within 45 days).

The date coverage ends for failure to make any other monthly premium payment
(premium is not paid within 30 days of its due date).

The date the enéirPlan ends.

<SS X< < S

The date coverage would otherwise terminate under the Plan as described in the
beginning of this section.

Note: If you selected continuation coverage under a prior plan which was then replaced by
coverage under this Plan, continuation covetfiggd as scheduled under the prior plan
or in accordance with the terminating events listed in this section, whichever is earlier.

Uniformed Services Employment and Reemployment Rights Act

A Patrticipant who is absent from employment for more thary8@yleeason of service in
the Uniformed Services may elect to continue Plan coverage for the Participant and the
Participant's Dependents in accordance with the Uniformed Services Employment and
Reemployment Rights Act of 1994, as amended (USERRA).
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The tems "Uniformed Services" or "Military Service" mean the Armed Forces, the Army
National Guard and the Air National Guard when engaged in active duty for training,

inactive duty training, or ftiline National Guard duty, the commissioned corps of the

Publc Health Service, and any other category of persons designated by the President in time
of war or national emergency.

If qualified to continue coverage pursuant to the USERRA, Participants may elect to
continue coverage under the Plan by notifying thé\&haimmistrator in advance, and

providing payment of any required contribution for the health coverage. This may include
the amount the Plan Administrator normally pays on a Participant's behalf. If a Participant's
Military Service is for a period of tirgslthan 31 days, the Participant may not be required

to pay more than the regular contribution amount, if any, for continuation of health
coverage.

A Participant may continue Plan coverage under USERRA for up to the lesser of:

Yy The 24 month period begingion the date of the Participant's absence from work.

Yy The day after the date on which the Participant fails to apply for, or return to, a
position of employment.

Regardless of whether a Participant continues health coverage, if the Participant returns to a
position of employment, the Participant's health coverage and that of the Participant's
eligible Dependents will be reinstated under the Plan. No exclusions or waiting period may
be imposed on a Participant or the Participant's eligible Dependentscéticomith this
reinstatement, unless a Sickness or Injury is determined by the Secretary of Veterans Affairs
to have been incurred in, or aggravated during, the performance of military service.

You should call the Plan Administrator if you have queabonsyour rights to continue
health coverage under USERRA.
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SECTION :3DTHERMPORTANT INFORMATION

What this section includes:
Yy Courtordered Benefits for Dependent children.

Your relationship with UnitedHealthcare and Clermont County.
Relationships with providers.

Interpretation of Benefits.

Information and records.

Incentives to providers and you.

The future of the Plan.

S SSSSYS

Yy~ How to acess the official Plan documents.

Qualified Medical Child Support Orders (QMCSOSs)

A qualified medical child support order (QMCSO) is a judgment, decree or order issued by a
court or appropriate state agency that requires a child to be covered fobeneditsal

Generally, a QMCSO is issued as part of a paternity, divorce, or other child support
settlement.

If the Plan receives a medical child support order for your child that instructs the Plan to
cover the child, the Plan Administrator will reviesvdetermine if it meets the

requirements for a QMCSO. If it determines that it does, your child will be enrolled in the
Plan as your Dependent, and the Plan will be required to pay Benefits as directed by the
order.

You may obtain, without charge, a cdph@® procedures governing QMCSOs from the
Plan Administrator.

Note. A National Medical Support Notice will be recognized as a QMCSO if it meets the
requirements of a QMCSO.

Your Relationship with UnitedHealthcare and Clermont County

In order to make choices about your health care coverage and treatment, Clermont County
believes that it is important for you to understand how UnitedHealthcare interacts with the
Plan Sponsor's benefit Plan and how it may affect you. UnitedHealthsaénhiglister

the Plan Sponsor's benefit plan in which you are enrolled. UnitedHealthcare does not
provide medical services or make treatment decisions. This means:

Yy UnitedHealthcare communicates to you decisions about whether the Plan will cover
or pay forthe health care that you may receive. The Plan pays for Covered Health
Services, which are more fully described in this SPD.

Yy The Plan may not pay for all treatments you or your Physician may believe are
necessary. If the Plan does not pay, you will lmnsdsdp for the cost.
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Clermont County and UnitedHealthcare may use individually identifiable information about
you to identify for you (and you alone) procedures, products or services that you may find
valuable. Clermont County and UnitedHealthcare avilhdisidually identifiable

information about you as permitted or required by law, including in operations and in
research. Clermont County and UnitedHealthcare will-itentiBed data for commercial
purposes including research.

Relationship with Pralers

The Claims Administrator has agreements in place that govern the relationships between it
andClermont Countgnd Network providers, some of which are affiliated providers.

Network providers enter into agreements with the Claims Administratoride @overed

Health Services to Covered Persons.

Clermont Countgnd UnitedHealthcare do not provide health care services or supplies, nor

do they practice medicine. Instéadrmont Countgnd UnitedHealthcare arrange for

health care providers to papate in a Network and administer payment of Benefits.

Network providers are independent practitioners who run their own offices and facilities.
UnitedHealthcare's credentialing process confirms public information about the providers'

licenses and other demtials, but does not assure the quality of the services provided. They

are nolClermont Counys empl oyees nor are they employee
Clermont Countand UnitedHealthcare are not responsible for any act or omission of any

provider.

UnitedHealthcare is not considered to be an employer of the Plan Administrator for any
purpose with respect to the administration or provision of benefits under this Plan.

Clermont Countys solely responsible for:

y' Enrollment and classification changeduding classification changes resulting in your
enrollment or the termination of your coverage).

Yy The timely payment of the service fee to UnitedHealthcare.

y' The funding of Benefits on a timely basis.

Yy Notifying you of the termination or modificationghi Plan.

Your Relationship with Providers
The relationship between you and any provider is that of provider and patient.

Yy You are responsible for choosing your own provider.

Yy You are responsible for paying, directly to your provider, any amount idsrdified a
member responsibility, includidginsurance, any deductible and any amount that
exceeds Eligible Expenses.

Yy You are responsible for paying, directly to your provider, the cost of-any non
Covered Health Service.
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Yy You must decide if any provider treayiog is right for you. This includes Network
providers you choose and providers to whom you have been referred.

Yy Must decide with your provider what care you should receive.
Yy Your provider is solely responsible for the quality of the services proymied to

The relationship between you and Clermont County is that of employer and employee,
Dependent or other classification as defined in the SPD.

Interpretation of Benefits

Clermont County and UnitedHealthcare have the sole and exclusive disdetbofto
the following

Yy Interpret Benefits under the Plan.

Yy Interpret the other terms, conditions, limitations and exclusions of the Plan,
including this SPDOhe Schedule of Benefitsd anA d d e n d u m&nd/orS MMOG s
Amendments.

Yy Make factual determinations esdiatio the Plan and its Benefits.

Clermont County and UnitedHealthcare may delegate this discretionary authority to other
persons or entities that provide services in regard to the administration of the Plan.

In certain circumstances, for purposes of dwerstl savings or efficiency, Clermont County
may, in its discretion, offer Benefits for services that would otherwise not be Covered Health
Services. The fact that Clermont County does so in any particular case shall not in any way
be deemed to requiree@hont County to do so in other similar cases.

Review and Determine Benefits in Accordance with UnitedHealthcare
Reimbursement Policies

UnitedHealthcare develops its reimbursement policy guidelines, in its sole discretion, in
accordance with one or moretlod following methodologies:

Yy As indicated in the most recent edition of the Current Procedural Terminology
(CPT), a publication of the American Medical Association, and@erikers for
Medicare and Medicaid Services (CMS)

Yy As reported by generally rgoized professionals or publications.
Yy As used for Medicare.

Yy As determined by medical staff and outside medical consultants pursuant to other
appropriate sources or determinations that UnitedHealthcare accepts.

Following evaluation and validation of cepeonider billings (e.g., error, abuse and fraud
reviews), UnitedHealthcare's reimbursement policies are applied to provider billings.
UnitedHealthcare shares it's reimbursement policies with Physicians and other providers in
UnitedHealthcare's Network dlugh UnitedHealthcare's provider website. Network
Physicians and providers may not bill you for the difference between their contract rate (as
may be modified by UnitedHealthcare's reimbursement policies) and the billed charge.
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However, nofNetwork provides are not subject to this prohibition, and may bill you for

any amounts the Plan does not pay, including amounts that are denied because one of
UnitedHealthcare's reimbursement policies does not reimburse (in whole or in part) for the
service billed. Yamay obtain copies of UnitedHealthcare's reimbursement policies for
yourself or to share with your Aietwork Physician or provider by going to
www.myuhc.comor by calling the telephone number on your ID card.

UnitedHealthcare may apply a reimbursemehbdwogy established Gptuminsight

and/or a third party vendor, which is base@btScoding principles, to determine

appropriate reimbursement levels for Emergency Health Services. The methodology is
usually based on elements reflecting the patienfec@ymirect costs, and indirect costs of

an Emergency Health Service. If the methodology(ies) currently in use become no longer
available, UnitedHealthcare will use a comparable methodology(ies). UnitedHealthcare and
Optuminsigire related companies through common ownershipitegdHealth GroRefer

to UnitedHeal wwwanguheconsfor wieriation regardang the vendor

that provides the applicable methodology.

Information and Records

Clermont County and UnitedHtbaare may use your individually identifiable health

information to administer the Plan and pay claims, to identify procedures, products, or
services that you may find valuable, and as otherwise permitted or required by law. Clermont
County and UnitedHehtare may request additional information from you to decide your

claim for Benefits. Clermont County and UnitedHealthcare will keep this information
confidential. Clermont County and UnitedHealthcare may also useiglentifiled data

for commercial ppioses, including research, as permitted by law.

By accepting Benefits under the Plan, you authorize and direct any person or institution that
has provided services to you to furnish Clermont County and UnitedHealthcare with all
information or copies of reals relating to the services provided to you. Clermont County

and UnitedHealthcare have the right to request this information at any reasonable time. This
applies to all Covered Persons, including enrolled Dependents whether or not they have
signed the Pacipant's enroliment form. Clermont County and UnitedHealthcare agree that
such information and records will be considered confidential.

Clermont County and UnitedHealthcare have the right to release any and all records
concerning health care serviceishvaire necessary to implement and administer the terms

of the Plan, for appropriate medical review or quality assessment, or as Clermont County is
required to do by law or regulation. During and after the term of the Plan, Clermont County
and UnitedHealttare and its related entities may use and transfer the information gathered
under the Plan in a-identified format for commercial purposes, including research and
analytic purposes.

For complete listings of your medical records or billing statememsnCl@ounty
recommends that you contact your health care provider. Providers may charge you
reasonable fees to cover their costs for providing records or completing requested forms.

If you request medical forms or records from UnitedHealthcare, thegyatdtange you
reasonable fees to cover costs for completing the forms or providing the records.
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In some cases, as permitted by law, Clermont County and UnitedHealthcare will designate
other persons or entities to request records or information fromtex telgou, and to

release those records as necessary. UnitedHealthcare's designees have the same rights to this
information as does the Plan Administrator.

Incentives to Providers

Network providers may be providathncial incentives by UnitedHealthcare to promote
the delivery of health care in a cost efficient and effective manner. These financial incentives
are not intended to affect your access to health care.

Examples of financial incentives for Network pergidre:

Yy Bonuses for performance based on factors that may include quality, member
satisfaction, and/or coesftfectiveness.

y A practice called capitation which is when a group of Network providers receives a
monthly payment from UnitedHealthcare for easteéd Person who selects a
Network provider within the group to perform or coordinate certain health services.
The Network providers receive this monthly payment regardless of whether the cost
of providing or arranging to provide the Covered Personls ¢ealtis less than or
more than the payment.

Yy Bundled paymentertain Network providers receive a bundled payment for a
group of Covered Health Services for a particular procedure or medical condition.
Your Copayment and/or Coinsurance will be calduiateed on the provider type
that received the bundled payment. The Network providers receive these bundled
payments regardless of whether the cost of providing or arranging to provide the
Covered Person's health care is less than or more than the phymergceive
follow-up services related to a procedure where a bundled payment is made, an
additional Copayment and/or Coinsurance may not be required if suchigollow
services are included in the bundled payment. You may receive some Covered
Health Sevices that are not considered part of the inclusive bundled payment and
those Covered Health Services would be subject to the applicable Copayment
and/or Coinsurance as described in fmnedule of Benefits.

If you have any questions regarding financetives you may contact the telephone

number on your ID card. You can ask whether your Network provider is paid by any
financial incentive, including those listed above; however, the specific terms of the contract,
including rates of payment, are camfithl and cannot be disclosed. In addition, you may
choose to discuss these financial incentives with your Network provider.

Incentives to You

Sometimes you may be offered coupons, enhanced Benefits, or other incentives to
encourage you to participateanious wellness programs or certain disease management
programs, surveys, discount programs and/or programs to seek care in a more cost effective
setting and/or from Designated Providers. In some instances, these programs may be
offered in combination vkita nonUnitedHealthcare entity. The decision about whether or

not to participate is yours alone but Clermont County recommends that you discuss
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participating in such programs with your Physician. These incentives are not Benefits and do
not alter or affdgyour Benefits. You may call the number on your ID card if you have any
guestions. Additional information may be found in Secti@imital Programs and Resources

Rebates and Other Payments

Clermont County and UnitedHealthcare may receive rebasssafiordrugs that are
administered to you in a Physician's office, or at a Hospital or Alternate Facility. This
includes rebates for those drugs that are administered to you before you meet your Annual
Deductible. Clermont County and UnitedHealthoase@ss a portion of these rebates on

to you. When rebates are passed on to you, they may be taken into account in determining
yourCoinsurance.

Workers' Compensation Not Affected

Benefits provided under the Plan do not substitute for and do not affecjiargments
for coverage by workers' compensation insurance.

Future of the Plan

Although the Company expects to continue the Plan indefinitely, it reserves the right to
discontinue, alter or modify the Plan in whole or in part, at any time and foroangatreas
its sole determination.

The Company's decision to terminate or amend a Plan may be due to changes in federal or
state laws governing employee benefits, the requirements of the Internal Revenue Code
any other reason. A plan change may tranafeagdets and debts to another plan or split a
plan into two or more parts. If the Company does change or terminate a plan, it may decide
to set up a different plan providing similar or different benefits.

If this Plan is terminated, Covered Personsatiiave the right to any other Benefits from
the Plan, other than for those claims incurred prior to the date of termination, or as
otherwise provided under the Plan. In addition, if the Plan is amended, Covered Persons
may be subject to altered coverageBenefits.

The amount and form of any final benefit you receive will depend on any Plan document or
contract provisions affecting the Plan and Company decisions. After all Benefits have been
paid and other requirements of the law have been met, eenimng Plan assets will be
turned over to the Company and others as may be required by any applicable law.

Plan Document

This Summary Plan Description (SPD) represents an overview of your Benefits. In the event
there is a discrepancy between the SPiharudficial plan document, the plan document

will govern. A copy of the plan document is available for your inspection during regular
business hours in the office of the Plan Administrator. You (or your personal representative)
may obtain a copy of thisaiment by written request to the Plan Administrator, for a

nominal charge.
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Medicare Eligibility

Benefits under the Plan are not intended to supplement any coverage provided by Medicare.
Nevertheless, in some circumstances Covered Persons who aferetigdneolled in
Medicare may also be enrolled under the Plan.

If you are eligible for or enrolled in Medicare, please read the following information
carefully.

If you are eligible for Medicare on a primary basis (Medicare pays before Benefits under the
Plan), you should enroll in and maintain coverage under both Medicare Part A atid Part B
you don't enroll and maintain that coverage, and if the Plan is the secondary payer as
described in Section Tpordination of Beribét®lan will pay Bertsfunder the Plan as if

you were covered under both Medicare Part A and.PetaBesult, you will be

responsible for the costs that Medicare would have paid and you will incur a-t#rger out
pocket cost.

If you are enrolled in a Medicare Advantsigelicare Part C) plan on a primary basis

(Medicare pays before Benefits under the Plan), you should follow all rules of that plan that
require you to seek services from that plan's participating providers. When the Plan is the
secondary payer, the Plahpal any Benefits available to you under the Plan as if you had
followed all rules of the Medicare Advantage plan. You will be responsible for any additional
costs or reduced Benefits that result from your failure to follow these rules, and you will
incura larger oubf-pocket cost.
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SECTION H5LOSSAR

What this section includes:
y  Definitions of terms used throughout this SPD.

Many of the terms used throughout this SPD may be unfamiliar to you or have a specific
meaning with regard to the way the Plan is administered and how Benefits are paid. This
section defines terms used throughout this SPD, but it does not describefiise Ben
provided by the Plan.

Addendum - any attached written description of additional or revised provisions to the
Plan. The benefits and exclusions of this SPD and any amendments thereto shall apply to
the Addendum except that in the case of any cdeflieeen the Addendum and SPD

and/or Amendments to the SPD, the Addendum shall be controlling.

Alternate Facility - a health care facility that is not a Hospital and that provides one or
more of the following services on an outpatient basis, as perniated by

Yy Surgical services.
Yy Emergency Health Services.
Yy Rehabilitative, laboratory, diagnostic or therapeutic services.

An Alternate Facility may also prowtkntal Healttservices or SubstariRelated and
Addictive DisordexServices on an outpatient basisjgatient basis (for example a
Residential Treatment facility).

Amendment- any attached written description of additional or alternative provisions to the
Plan. Amendments are effective only when distributed by the Plan Sponsor or the Plan
Administrator Amendments are subject to all conditions, limitations and exclusions of the
Plan, except for those that the amendment is specifically changing.

Annual Deductible (or Deductible)- the amount you must pay for Covered Health
Services in a calendar yeaoreethe Plan will begin paying Benefits in that calendar year.
The Deductible is shown in the first table in SectiBlab,Highlights

Autism Spectrum Disorder- a condition marked by enduring problems communicating
and interacting with other$prag with restricted and repetitive behavior, interests or
activities.

Benefits- Plan payments for Covered Health Services, subject to the terms and conditions
of the Plan and any Addendums and/or Amendments.

Cancer Resource Services (CRSa program admistered by UnitedHealthcare or its
affiliates made available to you by Clermont County. The CRS program provides:

Yy Specialized consulting services, on a limited basis, to Participants and enrolled
Dependents with cancer.
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Yy Access to cancer centers with giggein treating the most rare or complex cancers.

Yy Education to help patients understand their cancer and make informed decisions
about their care and course of treatment.

Cellular Therapy- administration of living whole cells into a patient farela¢gment of
disease.
CHD - see Congenital Heart Disease (CHD).

Claims Administrator - UnitedHealthcare (also known as United HealthCare) and its
affiliates, who provide certain claim administration services for the Plan.

Clinical Trial - a scientific study designed to identify new health services that improve
health outcomes. In a Clinical Trial, two or more treatments are compared to each other and
the patient is not allowed to choose which treatment will be received.

COBRA - see Condmlated Omnibus Budget Reconciliation Act of 1985 (COBRA).

Coinsurance- the charge, stated as a percentage of Eligible Expenses, that you are required
to pay for certain Covered Health Services as described in SEctoth®, Plan Works

Company- Clermont County.

Congenital Anomaly- a physical developmental defect that is present at birth and is
identified within the first twelve months of birth.

Congenital Heart Disease (CHD)- any structural heart problem or abnormality that has
been present sinbeth. Congenital heart defects may:

Yy Be passed from a parent to a child (inherited).

y' Develop in the fetus of a woman who has an infection or is exposed to radiation or
other toxic substances during her Pregnancy.

Yy Have no known cause.

Consolidated OmnibusBudget Reconciliation Act of 1985 (COBRA)a federal law
that requires employers to offer continued health insurance coverage to certain employees
and their dependents whose group health insurance has been terminated.

Cosmetic Procedures procedures oresvices that change or improve appearance without
significantly improving physiological function, as determined by the Claims Administrator.

CostEffective - the least expensive equipment that performs the necessary function. This
term applies to Durableddical Equipment and prosthetic devices.

Covered Health Servicesthose health services, including services, supplies or
Pharmaceutical Products, which the Claims Administrator determines to be:
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Yy Provided for the purpose of preventing, evaluating, diegjoosreating a Sickness,
Injury, Mental lliness, substamekated and addictive disorders, condition, disease or its
symptoms.

Yy Medically Necessary.

y Described as a Covered Health Service in this SPD under SétsiorHighlights
and 6 Additional Coage Details

Yy Provided to a Covered Person who meets the Plan's eligibility requirements, as
described undé&ligibilityn Section Antroduction

Yy Not otherwise excluded in this SPD under Sectiexc8jsions and Limitations

Covered Person either the Participant or an enrolled Dependent, but this term applies
only while the person is enrolled and eligible for Benefits under the Plan. References to
"you" and "your" throughout this SPD are references to a Covered Person.

CRS- see Cancer Baurce Services (CRS).
Custodial Care- services that are any of the following:

Yy Non-healthrelated services, such as assistance in activities of daily living (examples
include feeding, dressing, bathing, transferring and ambulating).

Yy Healthrelated servisghat are provided for the primary purpose of meeting the
personal needs of the patient or maintaining a level of function (even if the specific
services are considered to be skilled services), as opposed to improving that function
to an extent that mightlow for a more independent existence.

Yy Services that do not require continued administration by trained medical personnel in
order to be delivered safely and effectively.

Deductible - see Annual Deductible.

Definitive Drug Test - test to identifgpecific medications, illicit substances and
metabolites and is qualitative or quantitative to identify possible usese nba drug.

Dependent- an individual who meets the eligibility requirements specified in the Plan, as
described undéligibiliyin Section 2ntroductioA Dependent does not include anyone

who is also enrolled as a Participgdmtone can be a Dependent of more than one
Participant.

Designated Network Benefits- for Benefit plans that have a Designated Network Benefit
leve) this is the description of how Benefits are paid for the Covered Health Services
provided by a Physician or other provider thabéagdentified as Designatedrovider.

Refer to Section BJan Highlighte determine whether or not your Benefihffers

Designated Network Benefits and for details about how Designated Network Benefits apply.

Designated Network Also referred to as a 0
Designated Provider- a provider and/or facility that:
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Yy Has entered into an agreement wittCllaems Administrator, or with an
organization contracting on the Claims Administrator's behalf, to provide Covered
Health Services for the treatment of specific diseases or conditions; or

Yy The Claims Administrator has identified through the Claims Adahanistr
designation programs as a Designated Provider. Such designation may apply to
specific treatments, conditions and/or procedures.

A Designated Provider may or may not be located within your geographic area. Not all
Network Hospitals or NetwoiRhysicians are Designated Providers.

You can find out if your provider is a Designated Provider by contacting the Claims
Administrator atvww.myuhc.comor the telephone number on your ID card.

Designated Virtual Network Provider- a provider or facility #t has entered into an

agreement with UnitedHealthcare, or with an organization contracting on

UnitedHealthcare's behalf, to deliver Covered Health Services via interactive audio and video
modalities.

DME - see Durable Medical Equipment (DME).

Domiciliary Care- living arrangements designed to meet the needs of people who cannot
live independently but do not require Skilled Nursing Facility services.

Durable Medical Equipment (DME) - medical equipment that is all of the following:

Yy Is used to serve a medjgatpose with respect to treatment of a Sickness, Injury or
their symptoms.
Is not disposable.

Is generally not useful to a person in the absence of a Sickness, Injury or their
symptoms.

Can withstand repeated use.

<SS <SS

Is not implantable within the body.
y Is appropriate for use, and is primarily used, within the home.

Eligible Expenses- for Covered Health Services, incurred while the Plan is in effect,
Eligible Expenses are determined by UnitedHealthcare as stated below and as detailed in
Section 3How the RiaNorks

Eligible Expenses are determined solely in accordance with UnitedHealthcare's
reimbursement policy guidelines. UnitedHealthcare develops the reimbursement policy
guidelines, in UnitedHealthcare's discretion, following evaluation and validhtion of
provider billings in accordance with one or more of the following methodologies:

Yy As indicated in the most recent edition of the Current Procedural Terminology
(CPT), a publication of the American Medical Association, and/or the Centers for
Medicare aniedicaid Services (CMS).
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Yy As reported by generally recognized professionals or publications.
Yy As used for Medicare.

Yy As determined by medical staff and outside medical consultants pursuant to other
appropriate source or determination that UnitedHealtozept.

Emergency- a medical condition manifesting itself by acute symptoms of sufficient severity
(including severe pain) so that a prudent layperson, who possesses an average knowledge of
health and medicine, could reasonably expect the absence @temmextical attention to

result in any of the following:

Yy Placing the health of the Covered Person (or, with respect to a pregnant woman, the
health of the woman or her unborn child) in serious jeopardy.

Yy Serious impairment to bodily functions.
Yy~ Serious dyshction of any bodily organ or part.
Emergency Health Services with respect to an Emergency, both of the following:

Yy A medical screening examination (as required under $86#asf the Social Security
Act, 42 U.S.C. 1395¢uht is within the capabylibf the emergency department of a
Hospital, including ancillary services routinely available to the emergency department
to evaluate such Emergency.

Yy Such further medical examination and treatment, to the extent they are within the
capabilities of the stafnd facilities available at the Hospital, as are required under
sectionl867 of the Social Security Act (42 U.S.C. 1395dd(e)(3)).

Employee Retirement Income Security Act of 1974 (ERISA}he federal legislation that
regulates retirement and employefamedbenefit programs maintained by employers and
unions.

Employer - Clermont County.
EOB - see Explanation of Benefits (EOB).
ERISA - seeEmployee Retirement Income Security Act of 1974 (ERISA)

Experimental or Investigational Services medical, surgical, diagnostic, psychiatric,

Mental HealthSubstanc®elated and Addictive Disorderther health care services,
technologies, supplies, treatments, procedures, drug therapies, medications or devices that, at
the time the Claims Adnstrator makea determination regarding coverage in a particular

case, are determined to be any of the following:

Yy Not approved by the.S. Food and Drug Administration {@-béJawfully
marketed for the proposed use and not identified AntleeicaHospital Formulary
Serviar theUnited States Pharmacopoeia Dispensingsréppnapicate for the
proposed use.
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Yy Subject to review and approval by any institutional review board for the proposed
use. (Devices which &BA approved under thdumaitarian Use Dexdgemption
are not considered to be Experimental or Investigational.)

Yy The subject of an ongoing Clinical Trial that meets the definition of a Phase I, Il or
[l Clinical Trial set forth in thEDA regulations, regardless of whether takisgr
actually subject DA oversight.

Exceptions:
y  Clinical Trials for which Benefits are available as describe@limdak Triais
Section 6Additional Coverage Details

Yy If you are not a participant in a qualifying Clinical Trial as descdbe&ection 6,
Additional Coverage Datallfiave a Sickness or condition that is likely to cause
death within one year of the request for treatment, the Claims Admimsyatatr
its discretion, consider an otherwise Experimental or Investigatinnee to be a
Covered Health Service for that Sickness or condition. Prior to such consideration,
the Claims Administratarust determine that, although unproven, the service has
significant potential as an effective treatment for that Sicknesstwrcond

Explanation of Benefits (EOB)- a statement provided by UnitedHealthcare to you, your
Physician, or another health care professional that explains:
Yy The Benefits provided (if any).
The allowable reimbursement amounts.
Deductibles.
Coinsurance.

Any oher reductions taken.

<SS S

The net amount paid by the Plan.
Yy The reason(s) why the service or supply was not covered by the Plan.

Freestanding Facility- an outpatient, diagnostic or ambulatory center or independent
laboratory whicperforms services and submits claims separately from a Hospital.

Gender Dysphoria- A disorder characterized by the following diagnostic criteria classified
in the current edition of tH&iagnostic and Statistical Manual of the American Psychiatric
Assoation:

y  Diagnostic criteria for adults and adolescents:

- A marked incongruence between one's experienced/expressed gender and assigned
gender, of at least six months' duration, as manifested by at least two of the
following:

A marked incongruence betweensarperienced/expressed gender and
primary and/or secondary sex characteristics (or in young adolescents, the
anticipated secondary sex characteristics).
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A strong desire to be rid of one's primary and/or secondary sex characteristics
because of a markedongruence with one's experienced/expressed gender or
in young adolescents, a desire to prevent the development of the anticipated
secondary sex characteristics).
A strong desire for the primary and/or secondary sex characteristics of the other
gender.
A strong desire to be of the other gender (or some alternative gender different
from one's assigned gender).
A strong desire to be treated as the other gender (or some alternative gender
different from one's assigned gender).
A strong conviction that one s typical feelings and reactions of the other
gender (or some alternative gender different from one's assigned gender).

- The condition is associated with clinically significant distress or impairment in social,

occupational or other important areas ottioning.

y~ Diagnostic criteria for children:

- A marked incongruence between one's experienced/expressed gender and assigned
gender, of at least six months' duration, as manifested by at least six of the following
(one of which must be criterion as showtherfirst bullet below):

A strong desire to be of the other gender or an insistence that one is the other
gender (or some alternative gender different from one's assigned gender).

In boys (assigned gender), a strong preference fedrassiag or simulag

female attire; or in girls (assigned gender), a strong preference for wearing only
typical masculine clothing and a strong resistance to the wearing of typical
feminine clothing.

A strong preference for cregsnder roles in makelieve play or fantaplay.

A strong preference for the toys, games or activities stereotypically used or
engaged in by the other gender.

A strong preference for playmates of the other gender.

In boys (assigned gender), a strong rejection of typically masculine toys, games
ard activities and a strong avoidance of ramghiumble play; or in girls

(assigned gender), a strong rejection of typically feminine toys, games and
activities.

A strong dislike of ones' sexual anatomy.

A strong desire for the primary and/or secondarghseacteristics that match

one's experienced gender.

Yy The condition is associated with clinically significant distress or impairment in social,
school or other important areas of functioning.

Gene Therapy- therapeutic delivery of nucleic acid (DNA or RN#) a patient's cells as
a drug to treat a disease.

Genetic Counseling- counseling by a qualified clinician that includes:

y Identifying your potential risks for suspected genetic disorders;

Yy An individualized discussion about the benefits, riskisnaations of Genetic Testing
to help you make informed decisions about Genetic Testing; and

Yy Interpretation of the Genetic Testing results in order to guide health decisions.
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Certified genetic counselors, medical geneticists and physicians withamakrstegsty's
certification that they have completed advanced training in genetics are considered qualified
clinicians when Covered Health Services for Genetic Testing require Genetic Counseling.

Genetic Testing- exam of blood or other tissue for chamg@gnes (DNA or RNA) that
may indicate an increased risk for developing a specific disease or disorder, or provide
information to guide the selection of treatment of certain diseases, including cancer.

Gestational Carrier- a Gestational Carrier is a &ewho becomes pregnant by having a
fertilized egg (embryo) implanted in her uterus for the purpose of carrying the fetus to term
for another person. The carrier does not provide the egg and is therefore not biologically
(genetically) related to the child

Health Statement(s)- a single, integrated statement that summarizes EOB information by
providing detailed content on account balances and claim activity.

Home Health Agency- a program or organization authorized by law to provide health
care services the home.

Hospital - an institution, operated as required by law and that meets both of the following:

Yy ltis primarily engaged in providing health services, on an inpatient basis, for the
acute care and treatment of sick or injured individuals. Caxedsgthrough
medicalMental HealthSubstancdrelated andddictiveDisorders, diagnostic and
surgical facilities, by or under the supervision of a staff of Physicians.

y It has 24hour nursing services.

A Hospital is not primarily a place for r€sitstodial Care or care of the aged and is not a
nursing home, convalescent home or similar institution.

Hospital-based Facility- an outpatient facility that performs services and submits claims
as part of a Hospital.

Injury - bodily damage other than Sie&s, including all related conditions and recurrent
symptoms.

Inpatient Rehabilitation Facility - a long term acute rehabilitation center, a Hospital (or a
special unit of a Hospital designated as an Inpatient Rehabilitation Facility) that provides
rehabitation services (including physical therapy, occupational therapy and/or speech
therapy) on an inpatient basis, as authorized by law.

Inpatient Stay- an uninterrupted confinement, following formal admission to a Hospital,
Skilled Nursing Facility or lapent Rehabilitation Facility.

Intensive Behavioral Therapy (IBT)- outpatient behavioral/educational services that aim

to reinforce adaptive behaviors, reduce maladaptive behaviors and improve the mastery of
functional age appropriate skills in peogleAwtism Spectrum Disorders. Examples
includeApplied Behavior Analysis (AB&Denver ModehdRelationship Development
Intervention (RDI)
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Intensive Outpatient Treatment- a structured outpatieltental Healtlor Substance
Related and Addictive Dislerstreatment program that may be freestanding or Hespital
based and provides services for at least three hours per day, two or more days per week.

Intermittent Care - skilled nursing care that is provided or needed either:

y  Fewer than seven days eaokkwe
Yy Fewer than eight hours each day for periods of 21 days or less.

Exceptions may be made in special circumstances when the need for additional care is finite
and predictable.

Kidney Resource Services (KRSh program administered by UnitedHealthcats or
affiliates made available to you by Clermont County. The KRS program provides:

Yy Specialized consulting services to Participants and enrolled Dependents with ESRD
or chronic kidney disease.

Yy Access to dialysis centers with expertise in treating diskese.
Yy Guidance for the patient on the prescribed plan of care.

Manipulative Treatment- the therapeutic application of chiropractic and/or osteopathic
manipulative treatment with or without ancillary physiologic treatment and/or rehabilitative
methodsendered to restore/improve motion, reduce pain and improve function in the
management of an identifiable neuromusculoskeletal condition.

Medicaid - a federal program administered and operated individually by participating state
and territorial governmeritgat provides medical benefits to eligibleih@ame people
needing health care. The federal and state governments share the program's costs.

Medically Necessaryd health care services that are all of the following as determined by
the Claims Administrato or i ts designee, within the CIl ai
The services must be:

Yy In accordance witBenerally Accepted Standards of Medical Practice.

y  Clinically appropriate, in terms of type, frequency, extent, service site and duration, and
considered effective for your 8ieks, Injury, Mental IliInesspstanceelated and
addictive disorders disease or its symptoms.

Yy Not mainly for your convenience or that of your doctor or other health care provider.

Yy Not more costly than an alternativegdiervice(s), service site or supply that is at least
as likely to produce equivalent therapeutic or diagnostic results as to the diagnosis or
treatment of your Sickness, Injury, disease or symptoms.

Generally Accepted Standards of Medaral Rrataicks that are based on credible scientific
evidence published in peeviewed medical literature generally recognized by the relevant
medical community, relying primarily on controlled clinical trials, or, if not available,
observational studies fronora than one institution that suggest a causal relationship
between the service or treatment and health outcomes.
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If no credible scientific evidence is available, then standards that are based on Physician
specialty society recommendations or professtandhrds of care may be considered. The
Claims Administrator reserves the right to consult expert opinion in determining whether
health care services are Medically Necessary. The decision to apply Physician specialty
society recommendations, the choiaxpért and the determination of when to use any
such expert opinion, shall be within the

The Claims Administrator develops and maintains clinical policies that desgebertily
Accepted Standards of Meditegdfentific evidence, prevailing medical standards and
clinical guidelines supporting its determinations regarding specific services. These clinical
policies (as developed by the Claims Administrator and revised from time to time), are
available to @ered Persons emvw.myuhc.conor by calling the number on your ID

card, and to Physicians and other health care professiomals.@iHCprovider.com.

Medicare- Parts A, B, C and D of the insurance program established by Titld)d\id],

States So@eakurity Aets amended by 42 U.S.C. Sections 1394, et seq. and as later amended.

Mental Health Services services for the diagnosis and treatment of those mental health
or psychiatric categories that are listed in the current editiotndéthation@lassification of
Diseases section on Mental and BehavioratiSoaggsstic and Statistical Manual of the
American Psychiatric AssoCtagidact that a condition is listed in the current edition of the
International ClassificationageBisection on Mental and Behavioral Diagraestsc and
Statistical Manual of the American PsychiatriclAssoudatiosan that treatment for the
condition is a Covered Health Service.

Mental Health/ SubstanceRelated and Addictive DisordersAdministrator - the
organization or individual designated by Clermont County who provides or Eieatejes
HealthServices and Substafedated and Addictive Disorsi€ervices under the Plan.

Mental lliness d those mental health or psychiatric diagnoategories listed in the

current edition of thinternational Classification of Diseases section on Mental and Behavioral
Disorders Diagnostic and Statistical Manual of the American Psychiafihe Asstatiatian
condition is listed in thaurrent edition of thinternational Classification of Diseases section on
Mental and Behavioral DisorDeagnostic and Statistical Manual of the American Psychiatric
Associatidimes not mean that treatment for the condition is a Covered Shraite

Network - when used to describe a provider of health care services, this means a provider
that has a participation agreement in effect (either directly or indirectly) with the Claims
Administrator or with its affiliate to participate in the Nd&éwwmwever, this does not

include those providers who have agreed to discount their charges for Covered Health
Services by way of their participation in the Shared Savings Program. The Claims
Administrator's affiliates are those entities affiliated witblaims Administrator through
common ownership or control with the Claims Administrator or with the Claims
Administrator's ultimate corporate parent, including direct and indirect subsidiaries.

A provider may enter into an agreement to provide oniyc@otzeéred Health Services,

but not all Covered Health Services, or to be a Network provider for only some products. In
this case, the provider will be a Network provider for the Covered Health Services and
products included in the participation agreerapdta nosNetwork provider for other
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Covered Health Services and products. The participation status of providers will change
from time to time.

Network Benefits - for Benefit Plans that have a Network Benefit level, this is the
description of how Benefse paid for Covered Health Services provided by Network
providers. Refer to SectiorPf&an Highlightsdetermine whether or not your Benefit plan
offers Network Benefits and Sectiohl8w the Plan Woifks details about how Network
Benefits apply.

New Pharmaceutical Product a Pharmaceutical Product or new dosage form of a
previously approved Pharmaceutical Product. It applies to the period of time starting on the
date the Pharmaceutical Product or new dosage form is approved. 8y Foed andugr
Administration (FDANd ends on the earlier of the following dates.

Yy The date it is reviewed.
Yy~ December 31st of the following calendar year.

Non-Medical 24Hour Withdrawal Management- An organized residential service,
including those defined AmericaBociety of Addiction Medicine (ABB&N)ing 24our
supervision, observation, and support for patients who are intoxicated or experiencing
withdrawal, using peer and social support rather than medical and nursing care.

Non-Network Benefits - for Beneit Plans that have a Ndfetwork Benefit level, this is
the description of how Benefits are paid for Covered Health Services provided by non
Network providers. Refer to SectioRPn Highlightsdetermine whether or not your
Benefit plan offers NeNetwork Benefits and SectiorHw the Plan Worfks details

about how NorNetwork Benefits apply.

Open Enrollment - the period of time, determined by Clermont County, during which
eligible Participants may enroll themselves and their Dependents urider @lermont
County determines the period of time that is the Open Enrollment period.

Out-of-Pocket Maximum - for Benefit plans that have an @fHPocket Maximum, this is
the maximum amount you pay every calendar year. Refer to Selziohlighligtior the
Out-of-Pocket Maximum amount. See Sectiélo®, the Plan Wdidksa description of
how the Outof-Pocket Maximum works.

Partial Hospitalization/Day Treatment - a structured ambulatory program that may be a
freestanding or Hospilhdsed progma and that provides services for at least 20 hours per
week.

Participant - a fulitime Participant of the Employer who meets the eligibility requirements
specified in the Plan, as described Ufldgbilityn Section 2ntroductioA Participant
must ive and/or work in the United States.

Personal Health Support programs provided by the Claims Administrator that focus on
prevention, education, and closing the gaps in care designed to encourage an efficient system
of care for you and your covered Dependents.
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Personal Health Support Nurse the primary nurse theiitedHealthcare may assign to

you if you have a chronic or complex health condition. If a Personal Health Support Nurse
is assigned to you, this nurse will call you to assess your progress and provide you with
information and education.

Pharmaceutical Poduct(s) 8 U.S. Food and Drug Administration-@pproyved
prescription medications or products administered in connection with a Covered Health
Service by a Physician.

Physician- anyDoctor of Medioin@octor of Osteopaliayis properly licenseddan
qualified by law.

Please note: Any podiatrist, dentist, psychologist, chiropractor, optomatest provider

who acts within the scope of his or her license will be considered on the same basis as a
Physician. The fact that a provider is desadbad’hysician does not mean that Benefits

for services from that provider are available to you under the Plan.

Plan - The Clermont County Medical Plan.

Plan Administrator - Clermont County or its designee.
Plan Sponsor Clermont County.

Pregnancy- includes all of the following:

Yy Prenatal care.

Yy Postnatal care.

y  Childbirth.

Yy Any complications associated with the above.

Prescription Drug List (PDL) Management Committee- the committee that
UnitedHealthcare designates for, among other responsibilitiegngl&siynaceutical
Products into specific tiers.

Presumptive Drug Test- test to determine the presence or absence of drugs or a drug
class in which the results are indicated as negative or positive result.

Private Duty Nursing - nursing care that is prded to a patient on a eteeone basis by
licensed nurses in an inpatient or a home setting when any of the following are true:
Yy Services exceed the scope of Intermittent Care in the home.

Yy The service is provided to a Covered Person by an independenhousseired
directly by the Covered Person or his/her family. This includes nursing services
provided on an inpatient or hoitare basis, whether the service is skilled er non
skilled independent nursing.

Yy~ Skilled nursing resources are available fadihty.
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Yy The Skilled Care can be provided by a Home Health Agency on a per visit basis for a
specific purpose.

Reconstructive Procedure a procedure performed to address a physical impairment

where the expected outcome is restored or improved funt¢@oprihary purpose of a
Reconstructive Procedure is either to treat a medical condition or to improve or restore
physiologic function. Reconstructive Procedures include surgery or other procedures which
are associated with an Injury, Sickness or Congeitaaly. The primary result of the
procedure is not changed or improved physical appearance. The fact that a person may
suffer psychologically as a result of the impairment does not classify surgery or any other
procedure done to relieve the impairmeatRsconstructive Procedure.

Residential Treatment- treatment in a facility which providiésntal HealttServices or
Substanc®elated and Addictive Disord8exvices treatment. The facility meets all of the
following requirements:

Yy ltis established amgberated in accordance with applicable state law for Residential
Treatment programs.

y It provides a program of treatment under the active participation and direction of a
Physician and approved by thental HealthSubstanc&®elated and Addictive
DisordersServices Administrator.

Yy It has or maintains a written, specific and detailed treatment program requiring full
time residence and ftithe participation by the patient.

y It provides at least the following basic services th@u2ger day, structured
milieu:

- Room and board.

- Evaluation and diagnosis.

- Counseling.

- Referral and orientation to specialized community resources.

A Residential Treatment facility that qualifies as a Hospital is considered a Hospital.

Semiprivate Room- a room with two or moredols. When an Inpatient Stay in a Semi
private Room is a Covered Health Service, the difference in cost betwe@nieagemi
Room and a private room is a benefit only when a private room is necessary in terms of
generally accepted medical practice, or avBemprivate Room is not available.

Shared Savings Progrard a program in which UnitedHealthcare may obtain a discount to
anonNet wor k providerds billed charges. This
previously agreed to by the fid@twork provder and a third party vendor. When this

program applies, the ndletwork provider's billed charges will be discounted. Plan
coinsurance and any applicable deductible would still apply to the reduced charge.
Sometimes Plan provisions or administrativiqg@asupersede the scheduled rate, and a
different rate is determined by UnitedHealthcare.

This means, when contractually permitted, the Plan may pay the lesser of the Shared Savings
Program discount or an amount determined by UnitedHealthcare, such as:
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A percentage of the published rates allowed Betiters for Medicare and Medicaid
Services (CM8)the same or similar service within the geographic market.
An amount determined based on available data resources of competitive fees in
that geographigrea.
A fee schedule established by a third party vendor.
A negotiated rate with the provider.
In this case the neldetwork provider may bill you for the difference between the billed
amount and the rate determined by UnitedHealthcare. If this happshsuld call the
number on your ID Card. Shared Savings Program providers are not Network providers and
are not credentialed by UnitedHealthcare.

Sickness- physical iliness, disease or Pregnancy. The term Sickness as used in this SPD
includes Mental lless oiSubstancRelatecandAddictive Disordersegardless of the
cause or origin of the Mental lllnesSudystancdrelated anédddictiveDisorder.

Skilled Care- skilled nursing, teaching, and rehabilitation services when:

Yy They are delivered or supsed by licensed technical or professional medical
personnel in order to obtain the specified medical outcome and provide for the
safety of the patient.

A Physician orders them.

They are not delivered for the purposassfsting with activities of daily living,
including dressing, feeding, bathing or transferring from a bed to a chair.

<SS

They require clinical training in order to be delivered safely and effectively.
y' They are not Custodial Care, as defined in this section.

Skilled Nursing Facility - a Hospital or nursing facility that is licensed and operated as
required by law. A Skilled Nursing Facility that is part of a Hospital is considered a Skilled
Nursing Facility for purposes of the Plan.

Spouse- an individual tevhom you are legally married

SubstanceRelated and Addictive Disorders Servicesservices for the diagnosis and

treatment of alcoholism and substaetaed and addictive disorders that are listed in the
current edition of thinternation@lassification of Diseases section on Mental and Behavioral
Disordems Diagnostic and Statistical Manual of the American Psychialhe Asstdtiatian
disorder is listed in the edition of theernational Classification of Diseasellentdicamdn
Behavioral DisoroelBsagnostic and Statistical Manual of the American PsychidtgsAssociation
not mean that treatment of the disorder is a Covered Health Service.

Surrogate- a female who becomes pregnant usually by artificial itsenan&ansfer of
a fertilized egg (embryo) for the purpose of carrying the fetus for anotheiyleesothe
surrogate provides the egg the surrogate is biologically (genetically) related to the child.

Transitional Living - Mental Health &vices an8ubstancdrelated andddictive
Disordes Services that are provided through facilities, group homes and supervised
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apartments that provide-Bdur supervisigrincluding those definedAmerican Society of
Addiction Medicine (ASAMgria, that are edh

Yy Sober living arrangements such asfdeeghousing or alcohol/drug halfway
houses. These are transitional, supervised living arrangements that provide stable and
safe housing, an alcohol/druge environment and support for recovery. A sober
livingarrangement may be utilized as an adjunct to ambulatory treatment when
treatment doesn't offer the intensity and structure needed to assist the Covered
Person with recovery.

Yy Supervised living arrangements which are residences such as facilities, group home
and supervised apartments that provide members with stable and safe housing and
the opportunity to learn how to manage their activities of daily living. Supervised
living arrangements may be utilized as an adjunct to treatment when treatment
doesn't offethe intensity and structure needed to assist the Covered Person with
recovery.

Unproven Services health services, including medications that are determined not to be
effective for treatment of the medical condition and/or not to have a benefidiaheffec
health outcomes due to insufficient and inadequate clinical evidence fcomdwetéed
randomized controlled trials or cohort studies in the prevailing publishedipaerd

medical literature.

Yy Wellconducted randomized controlled trials are twaooe treatments compared
to each other, with the patient not being allowed to choose which treatment is
received.

Yy Wellconducted cohort studies from more than one institution are studies in which
patients who receive study treatment are compared tpafpatients who
receive standard therapy. The comparison group must be nearly identical to the study
treatment group.

UnitedHealthcare has a process by which it compiles and reviews clinical evidence with
respect to certain health services. From titm@éo UnitedHealthcare issues medical and

drug policies that describe the clinical evidence available with respect to specific health care
services. These medical and drug policies are subject to change without prior notice. You can
view these policies\atvw.myuhc.com

Please note:

Yy If you have a life threatening Sickness or condition (one that is likely to cause death
within one year of the request for treatment), UnitedHealthagyat its discretion,
consider an otherwise Unproven Service to be a Covered Health Service for that
Sickness or condition. Prior to such a consideration, UnitedHeatthsiafiest
establish that there is sufficient evidence to conclude thatradbmien, the
service has significant potential as an effective treatment for that Sickness or
condition.

Urgent Care- Care that requires prompt attention to avoid adverse consequences, but does
not pose an immediate threat to a person's life. Urgeist aswally delivered in a wialk
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setting and without an appointment. Urgent care facilities are a location, distinct from a
hospital emergency department, an office or a clinic. The purpose is to diagnose and treat
illness or injury for unscheduled, alaouy patients seeking immediate medical attention.

Urgent Care Center a facility that provides Covered Health Services that are required to
prevent serious deterioration of your health, and that are required as a result of an
unforeseen Sickness, Igjusr the onset of acute or severe symptoms.
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ATTACHMENTHEALH CARE REFORM NOBCE

Patient Protection and Affordable Care Act ("PPACA")

Patient Protection Notices

The Claims Administrator generally allows the designation of a primary care provider. You
have the right to designate any primary care provider who participates in the Claims
Administrator's network and who is available to agoemtr your family members. For
information on how to select a primary care provider, and for a list of the participating
primary care providers, contact the Claims Administrator at the number on your ID card.

For children, you may designate a pediatdsi¢he primary care provider.

You do not need prior authorization from the Claims Administrator or from any other

person (including a primary care provider) in order to obtain access to obstetrical or
gynecological care from a health care professitimalGlaims Administrator's network

who specializes in obstetrics or gynecology. The health care professional, however, may be
required to comply with certain procedures, including obtaining prior authorization for
certain services, following a-papprove treatment plan, or procedures for making referrals.
For a list of participating health care professionals who specialize in obstetrics or
gynecology, contact the Claims Administrator at the number on your ID card.
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ATTACHMENT- LEGA NOTICES

Women's Health and Cancer Rights Act of 1998

As required by thé/omen's Health and Cancer Rights Acthef RRSBprovides Bertef

under the Plan for mastectomy, including reconstruction and surgery to achieve symmetry
between the breasts, prostheses, and complications resulting from a mastectomy (including
lymphedema).

If you are receiving Benefits in connection with a maste@&engfits are also provided for
the following Covered Health Services, as you determine appropriate with your attending
Physician:

y All stages of reconstruction of the breast on which the mastectomy was performed.
Yy Surgery and reconstruction of the otheastrto produce a symmetrical appearance.

Yy Prostheses and treatment of physical complications of the mastectomy, including
lymphedema.

The amount you must pay for such Covered Health Services (including Copayments and any
Annual Deductible) are the samarasequired for any other Covered Health Service.
Limitations on Benefits are the same as for any other Covered Health Service.

Statement of Rights under the Newborns' and Mothers' Health Protection Act

Under Federal law, group health Plans and healthnos issuers offering group health
insurance coverage generally may not restrict Benefits for any Hospital length of stay in
connection with childbirth for the mother or newborn child to less than 48 hours following
a vaginal delivery, or less than 96$fwllowing a delivery by cesarean section. However,

the Plan or issuer may pay for a shorter stay if the attending provider (e.g., your physician,
nurse midwife, or physician assistant), after consultation with the mother, discharges the
mother or newhm earlier.

Also, under Federal law, plans and issuers may not set the level of Bendfitpocimit
costs so that any later portion of thénd@r (or 9énhour) stay is treated in a manner less
favorable to the mother or newborn than any earlicopoftthe stay.

In addition, a plan or issuer may not, under Federal law, require that a physician or other
health care provider obtain authorization for prescribing a length of stay of up to 48 hours
(or 96 hours). However, to use certain providersiltigacor to reduce your enftpocket

costs, you may be required to obtain prior authorization or notify the Claims Administrator.
For information on notification or prior authorization, contact your issuer.
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ATTACHMENTAINONDISCRIMINATION ANDCASSIBILITY
REQUIREMENTS

When the Plan uses the words "Claims Administrator” in this Attachment, it is a reference to
UnitedHealthcare, Inc., on behalf of itself and its affiliated companies.

The Claims Administrator on behalf of itself and its affiliated companies complies with
applicable Federal civil rights laws and does not discriminate on the basis of race, color,
nationabrigin, age, disability, or sex. UnitedHealthcare does not exclude people or treat
them differently because of race, color, national origin, age, disability, or sex.

The Claims Administrator provides free aids and services to people with disabilities to
communicate effectively with us, such as:

Yy Qualified sign language interpreters

Yy Written information in other formats (large print, audio, accessible electronic
formats, other formats)

Yy Provides free language services to people whose primary languagglismot En
such as: Qualified interpreters

Yy Information written in other languages

If you need these services, please call tieéothember number on your health plan ID
card, TTY 711 or the Plan Sponsor.

If you believe that the Claims Administrator hbsifeo provide these services or

discriminated in another way on the basis of race, color, national origin, age, disability, or
sex, you can file a grievance in writing by mail or email with the Civil Rights Coordinator
identified below. A grievance musisient within 60 calendar days of the date that you

become aware of the discriminatory action and contain the name and address of the person
filing it along with the problem and the requested remedy.

A written decision will be sent to you within 30 caletaye. If you disagree with the
decision, you may file an appeal within 15 calendar days of receiving the decision.

Claims Administrator
Civil Rights Coordinator

United HealthCare Services, Inc. Civil Rights Coordinator

UnitedHealthcare Civil Rigl@sievance

P.O. Box 30608

Salt Lake City, UT 84130

The tollfree member phone number listed on your health plan ID card, TTY 711

If you need help filing a grievance, the Civil Rights Coordinator identified above is available
to help you.
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You can also fila complaint directly with the U.S. Dept. of Health and Human services
online, by phone or mail:

Online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Tolfree 18003681019, 80&37%7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room
509F, HHH Building Washington, D.C. 20201
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ATTACHMENT®GETTNG HELP IN OTHERGAJAGES OR FORMATS

You have the right to get help and information in your language at no cost. To request an
interpreter, call the tdlee member phree number listed on your health plan ID card, press
0. TTY 711.

This letter is also available in other formats like large print. To request the document in
another format, please call thefte member phone number listed on your health plan ID
card, pess 0. TTY 711, Monday through Friday, 8 a.m. to 8 p.m.

LanguageD Translated-TaglinesD

1+ Albanian® | Ju-kenité-drejté t€ mermi ndihmeé -dhe informacion-falas né-gjuhén-
tua). Pérte-kérkuarnjé pérkthves, telefononi né numrin-qé-gjendet né-
kartén-e planittua)shéndetésor, shtvpni 0. TTY 711.0

7+ Amharico PA-TPIR-NEf IXTEF ACAFT -00LE P77 1 00T AT AT CATL -
AT FCAP LA M T -TAT -0 0EP P+ AL, -NAD--(+3 -oller s -Néd R -
HT0- LR T 0T B e TTY 7110

3 Arahich il “ﬂl"\,'?'_.:_‘?é'-*?_ii"' il & :'51.‘1.?-;. '.u=':._-;_?J.J'ﬂ,-':._f_:hn};,_nllj.g_t' -u'|-‘_.__'u:.-__:- :,='I.".__i._-:,__,__',l__';]_'I
- eBn 0-2tls o5 VPN T | B A5+ | W { T LY = fl- 3 B i o fl-oa
citm ol e R S R gl B RS e elan W -, s e A

Yo gaill-cailgll- 0o to daanad JTTY 711-(0

4~ Ammenian® | Bupqumbhs upmhwhebym -hunhup, -quiqubwpk p-2kp-
wnnrewuuhmljub-spugnph-huptmpui 1D tnmluh-Jpw-
ipJus-win]gwp - Uhnudikph-hbpujunuuwhunbwpm), ubnk p-

0:TTY 7110
53—+ Bantu- Urafise uburenganzira bwo kuronka ubufasha n'amakun mu-rorinm -
Kimundi@ rvawe kubuntu. Kugira usabe umusemuz:, hamagara inomerc va-

telephone v'ubuntu vagenewe abanyvwanyi iri ku rutonde ku-
Earangamuntu ¥ umugamb: wawe wubuzima, fronda 0. TTY 71142

6.+ Bisavan- Aduna Eav Eatunged nga mangavoog-tabangugimpormasyon5a-
Visavan- imong-lengguwahe nga walav bavad. -Aronmohangyo-og-tighubad, -
(Cebuano) @ | tawagsa toll-free nga numero-sa-teleponosa mivembro-nga nakalista-

saimong 1D kardsa plancsa panglawas, pindotaang 0. TTY 7112

7-+Bengali- AR ST - N, S - I Sagea - G e A Sl eee - 8 F -
Bangala®
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23—+ Burmesed

mnonododeumbecdad SGamamennfst mopaapdst combimagobaacociyp:
odepdtial: wopdaotalmplacadsbooph comigbonbiieomé et aobaiogbneqmbaod
cooobedlfaasobiobuprancpodasededcdEled offf: 0 o380k TTY 711

9+ Cambodian- | e Feamiem BT e i anmmagn e ol i damomn T s et zr‘."q'.?m nimmraniEnT
Mon- S e nedan I “Fevig EmEETEn” R mEs 0.-TTY-711=
Khmer
10+Cherckee™ | 8- D4 PP ICZP. 1 J4c0 I HARIW it GTP-AS FRJIJAAT
ACAAAJIIBA®JIT, ol A0rdOL 0. TTY 7110
11aChinese™ | fEF R BELUEAEE SR HEIFI.E., o —(ifiES,

R iR ElE 8 F LARIEE 8 TEME BiE
0. BHFESHEERFERF 7110

12 +ChoctawD

Chim-anumpa va, apela micha nana aiimma vvtnanaivlli kevuhoish-
1sha hinla Evtchim-aiivlhpesa. Tosholi va-asilhha chihokmvtchi-
achukmaka holissokallo1skitiniva tvlisianumpuliholhtena va 1bai-
achvifayvtpehpilahodishipavacha{-ombetipa. TTY 7110

13 +Cushite- Kaffaltiimale afaan keessaniin odeeffannoofi deeggarsa argachuuf
Oromot mirga ni-gabdu. Turjumaana gaafachuufis sarara bilbilaakan bilisaa-
waragaa eenvommaa karoora favvaa Eeerratti tarreefame bilbiluun, O-
tugn TTY 71112
14 +Dmtcho Uheeft-hetrecht-om-hulp-eninformatie inuw-taal te krjgen zonder-

Eosten. Omeen-tolkaante vragen, bel-ons gratis nummer-die u-opuw-
riekteverzekeringskaart treft, drukop 0. TTY 7110

15 +Frenchd

Vous-avezledroitd'obtenir-gratuitement de 1'aide etdes-
renseignements dansvotre langue. Pour-demandera parder-a un-
interprete, appelez le numeéro-de-teléphone sans frais-figurant sur-
votre carte d’affilie durépime-de soinsde-santeé etappuyez surla-
touche 0.-ATS-T11.1T

16 4French-
Creole-
Haitian-
Creoled

Ougen-dwa poujwenned-ak enfomasyonnanlang-natifnatal ou-
gratis. Pou-mande von-entépret, rele nimewo-gratis manm-lan ki-
endike soukatID plan-santeou, peze 0. TTY 7110Q

17 4German

Siehaben-das Recht, Tostenlose Hilfeund Informationenin Threr-
Sprache zu-erhalten. Um-einen Dolmetscher-anzufordem, mafen-5Sie-
die gebihrenfreie Nummer-auf Threr KrankenversicherungsEarte®n-
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und-drickenSiedie-0. TTY 7115

18 +GreekD

Eyeteto-Brralwpo vo haBete BovBela #u iy 00yoples 0T Y AWooT TUs
ywolsyoewor). Tieva Tnoste Sieppiven, %ol eoTe To Bupskv-uoBpo-
hewwvon oL BoloreTal TNV ¥apT Wehoug aopaiiong, Tator 0.
TTY 7111

19 +Gujaratid

et {Aeil Y2l HEE -l -dHL L] el M Bl - e ol =il D5 2-
& eeulda e (dadl-s2al, -dul-deawel- TD -5t uzel-y 2l uiwie--
-l W22 et - sl o42-3UR- BlEt- 5L -0-E0dlell - TTY 7110

20 +Hawaian™

He pono-ke kokua-"anaakuii-oemaka maopopo- ana-o-kéia-ikema-
loko-okiu-olelopono’i-me-kauku-"ole-‘ana. +

E kama ‘ilio-"oe me kekahi kanaka unuhi e kiheaika helukelepona-
kiki-“ole ma koukilekaolakino,aekaomiikahelu). TTY-711.o

21 +Hindid

Y& 9 - ST H e T8 A T e FTo0 S -ahT- -
T g - RT3 - T, 3 Ry we [ D W e -
Wr-waL- 9L B, -0 gard |°TTY 7118

22 sHmongd

Koj muaj cai tau kev pab thiab-tau cov ntaubntawv sauua ko) hom-
lus pub-dawh. Yogzav-tavibtugneegthais, hutus xov-too) rau-tswv-
cuabhu-dawbuas saumuaj nyvobntawm koj daim-vuaj themnqi kho-
mob, mas ). -TTY-711.0

234Ibol

Inwere ikike inweta envemaka nakwa imuta asusu gi nefunakwughi-
ugwo. Maka ikpotum -onve nsughan -okwu, kpoo-akara ekwenti nke di-
nakwukwo njirimara zinkeemere makaahuikepi, pia-0. TTY 711.0

24 4Tlocanc™

Adda karbengam nga makaala ti tulongkenimpormasyoniti-
pagsasacmnga libre. Tapno-agdawatiti mavsangaagipataras, -
tumawagiti toll-free nga numerc-ti telepono nga para kadagiti kameng-
nga nakalista avan 11D card mo-para i plano-ti salun-at, ipindut 0. -
TTY 711o

23 aIndonesian™

Anda-berthak untuk mendapatkan bantuan-daninformasi-dalam-
bahasa Anda tanpa-dikenakantuava. Untuk meminta bantuan-
penerjemah, hubung nomor-telepon-anggota, bebas pulsa, vang:
tercantumpada kartuID rencana Eesehatan-Anda, tekan 0. TTY 71180

264 Ttalian 0

Haiil-diritto-di-ottenere aiutoe informazioni nella tua lingua-
gratuitamente. Perrichiedere uninterprete, chiama il numero-
telefonico verde indicatosulla tua tessera 1dentificativa del piano-
sanitarioe premi-lo-0. Dispositivi pernon-udenti/TTY: 7110
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27 #Japanese

THLEOEBRTHR-FEFTLY, [BEEAFLZVTE
ZTENTEST, B3 A, EREY THEDIES
3. BEY T2 IID

H— Flisdghah Twa A v —HOo 72— S T8
FEOLE, AL T EE, TIWVERESIT 11T,

28 aKarend

294K orean-

=5 9oy ol

SR AR 2 H A AR A
E Eﬂ IDZIEH A E -7 5 &2 H-JAsH 5 R AEet o
TEHA L TTY 7110

E
E -

304K - Bassad

Nipgwe kunde I bat-mahola ni- mawinuhop-nannipehmes be to-dolla. -
Yuiwelni-Kobol mahop-seblana, schoni-sebel numba Tni-tehe mu I
ticketIdoctaInan, bep 0. TTY 7110

31 aKurdish-
Soranid

B
r '.'\..d..‘_ - i

_::'_g"_._—-"‘-ﬂ_,‘.h_:'ﬂ_,“-f'ﬂl_,“-%:"-s"_,!‘ :,_L.c_?“_. e

JaTuraSr gt pnr o & ) 5 SIE 2y

o e e gl glind gl g g o¥ 3 gBadats

5 B30l ytsjae s s TTY 7110

32alactianT

virnDSohetlosuniugoec@scor2ygu 2o sl vwis zaqumus
um?q*aw

cSogsoquiewrz, lnuEmmuisc nlnotsiu Smdu stuagnhlaooyl
slulostuBnasquitn Hiocon- 0-TTY 7110

33aManathi® | srqearaT HrTeaT ST - e He g T AR o TH ST AR 1
Fl Ul HE I TEAH a0 B -Aalad H9e FoaEmsraar0. TTY 7110
34+Marshallesed Eoram-marofnnan-bokjipafiimmelele-lokajineoamilo-ejjelok-

wondin. Nankajjitok fianjuon ri-ukok, kifdok némba-eo-emdj-an-jeje-
ilokaatinIDinkarckin-djmourec-am,jiped0. TTY 7110

33 ahicronesian
-Pohnpeian®

Komw-ahneki manaman unsek komwi-enalehdi sawas ch-mengihtik-
ni-pein-omwi tungoal lokaia ni sohisepe. Pwen peki sawas en-soun-
kawehweh, ekerdelepwohn nempe ong-towehkan me schisepe me-
ntingihdi ni-pein-omwi-dearopwe me pid koascandien-kehl, padik 0.
TTY711.o

364 Navajol

T'éiiﬁk‘ehdccba_a_h 'alinigoo bee baa hane'igii 44 ninizaad bee-
nika'e'ey eegobee na'ahoot'i' 'Ata"halne'i{a Tintkeedgo, ninaaltsoos-
nit1z7 “ats’7 7s bee baa’ahavl bee nd4dhozin g7 7 bik1 1 bd44sh bee-

hane’7£11§77K'ehbee haﬁe’*b;kl’_g"b cl’8 hodiilnih doo 0 -bit-

150

ATTACHMENY - GETTINGHELPIN OTHERLANGUAGEOR FORMATS




CLERMONCOUNTWEDICAICHOICEPLUSHDP$300M@eDUCTIBLELAN

'adidulchit. TTY 7110

37 4Nepalin TS AT ST T : e HE AT TS o0 3T - HTEh - A a T
T | HAATE S AT T - 77T AT T, TS T O TRaT-
FISAT A T e Bl A g AT Heaa aee i, O ages) TTY
7110
38 +Nilotic- Yinnor 161 bé vikuony né-werévic de thorn -dudbac ke cin-wéu tidue-
Dinka® ke piny. -Acin-bi ran-vé-kac per-thok-thiééc, ke vintol nimba yene yup-

abac-de-ran-ton ve koc-wiidrthok toné ID-katdudn-de panakimvic, -
thiny 0vic. TTY 711.0

39 +4Norwegiant

Duharretttil-a-fagratis hjelpog-informasjon-padittegetsprak.- ||
For-abe-om-en+tolk, ring“gratismummeret for medlemmersom-
eroppfert-pahelsekortetdittoghrykkd.-TTY 7110

40 +Pennsvlvani

Duhescht-die Recht fer- Hilfunn Information in-deine Schprooch-

anDutch® | griege, fernix Wann-du-enIwwersetzerhawwe willscht, kannscht-du-
die frei Telefon Nummeruff-dei Gesundheit Blann 1D -Kaarde yuuse, -
dricke 0. TTY 7110
41 +Persian- N PN T .-'_.i'.:._J_-._-;'.f__:lJ.J};n.“_:.l_;.;}i.:__:_:.;‘_:._'_:_n_},_;nl .j.J_ﬁd. 2 gLl
Farsiz s Jnlile Al po i B ai-aalic ey Y dlileaals e A0 3 uala 355

a8 el TTY 7110

42 +Punjabi-O

711358, 09| o

43 4+PolishD Masz prawo-do-uzyskania bezplatnej informacii 1 pomocy we-
wiasnymijezyku. Poustugi ttumacza zadzwon pod-bezptatny numer-
umieszczony na karcie identyfikacyjnej planu medycznegoiweisnij .-
TTY 711t

44 +Portuguese | Voce tem-o-direitode -obterajuda e informacio-em-seuidioma-e sem-

custos. Para solicitaruminterprete, lipue para®onumero-de telefone-
gratuitoque consta no-cartiode ID-do-seuplanode -sande, pressione-
O.TTY 711D

45 +RomanianD

Avetidreptul de-a-obtine gratuit ajutor si informatii in-limba-
dumneavoastrd. Pentrua cere uninterpret, sunatila numaral-de-
telefon gratuitcare se-giseste pecardul dumneavoastrd de sdndtate, -
apasatipetastal. TTY 7110

46 +Bussiand

BrerumeeTe Tpas0o Ha DECHAATHOE TOAVIEHHE TIOMOIITH H-
HHOPMAIINE Ha BalTeM A3uKe. UTOOM TOAATE 3aIpOC TIEPEEOATHEA -
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OOECHHTE Mo DeCIIATHOMY HOMepY TeiedpoHa, TKA3aHHOMY Ha -
oOpATHOH CTOPOHE BAIIeH HASHTHDHKAITHONHEOH KAPTE M HARMETE -
0 mEma Ty 7110

47 ASamoan--

Fa'asamoa O

E1atloudidtatavemavaatuaisefescasoanima-fa’amatalagailan-
gagana €-auncama-setotogl. Ina1afa’atalosagaina se tagatafa’aliin, -
viliile-telefoni mo-suiele totogia oloohisiatuilaupeleniilaupepa-
IDmo-lesoifua maloloina, oomile 0. TTY 711.O

43 +5erbo-
CroationD

Imate pravo-da besplatno-dobijete pomoc iinformacije na-Vasem-
jeziku. Da biste zatrazili prevodioca, hazovite besplati broj naveden-
na-iskaznici Vaseg%zdravstenog-osipuranjad pritisnite 0. TTY 711.1

49 +5pamshd

Tiene derecho-a tecibir-ayuda € informacion-en-suidioma-sincosto.-
Para solicitarun intérprete, llame al numero-de teléfono-gratuito para-
miembros-que se encuentra en-su-tarjeta de identificacion del plan-de-
salud vpresione 0.+

TTY 711o

50 +5udanic-
Fulfulde

Dum-hakke maada mballedaa kadinkebaahabaminderwolde maada-
naa maa-a yobii To-a vidi pirtoowo, noddu limngal mo-telefol caahu-
limtaadonderkaatiwol ID maada ngol njamu, nvo”u ). TTY 711.0

51 45vrahili

Una-hakiva%uopata msaadaha aarfaowa Jugha vako%oila gharama. -
Kuomba mkalimani, piga nambariva wanachama va bure-
iliveorodheshwa Ewenve TAMvakadi vakova mpango-wa-afra, -
Fonvezad. TITY 7112

3Z245vriac-
Assyoant

rarfias, dacidlo rfRoad st Rig
el e mlata_asdnefiam o sintirding, Rmias R rfaanl

A¥alntn rf Foony

Y A eliard_ aka?

-

.'D'ru:mm'rﬂﬁa}.gunm"_'l 1o

334Tagalogd

Mav-karapatan kangmakatangeap ngtulongat impormasyon sa 1voeng:
wika nangwalangbavad. Upang-humilingng-tagasalin, tawaganang-
toll-free na numereng-teleponona nakalagavsaivong ID card ng-
planong pangkalusugan, pindutinang ). TTY 7110

34+Telugud

Jerodd B _j*’e:%smm“&u%;oaﬁ Trooen Toscin e armrd Eredrr Da e *
) Ted Susdviterh mouc, o TS P 0d v g o dabeg-
%S Bono® 7535, 025339 TTY 7110

554Thaid

An md @ rw . - & Ars_ @ A3 & .
:'Iil'.d?l'ﬂi'ﬂ AT GETUR TR M R tlli:?lr 1.'-I.Fl1'!l e I!:‘IB.I WF GED LRI 1.'Iﬁl 18" WIFRET AT PR Be
& & o . ST P m e W L
Tl o b syl Erevran ooy T ol @ ?J'-I'J mry TEQ AT FTH T UV ARG WRIAET D }

o . W pw & ] £ - = o]
?HHE‘JiN'.J?I'.I1'..I‘JFﬁIFE1'ﬂHFI1F.Hﬂ'.l'\vffiﬂﬁ'.\'IF|' Tl v In Faevan e -11

36 4Tongan--

‘Okukema’n‘aetoton-kema™n’aetokonimo-e-‘nfakamatala “i-
ho'olea fakafonua ta’etotong. Fe kole ha tokotaha fakatonulea, ta &i-
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Fakatonga™

he-fika telefoni ta’etotongi ma’ae kau memipa “a ee‘okulisi“Tho’'o-
kaati ID ki ho'o-palani kihe mo'uileles, Lomi' T “a e 0. TTY 7112

37 4Trnakezes
{Chuukese) D

Miwor-omw pwung om-Eopwe nounou 1ka amasounoum-ekkewe-
armiris ika toropwen aninis nge epwe awewetiw non kapasen fonuom, -
ese kamo. Tka ka mrwochen tungoren-aninisin chiakku, ko %ewe-
member-nampa, ese pwan kamoe, mi pachanong won-an noum-health-
plan-katenID, iwe tiki"0". Ren TTY  kori 711.0

538 +Tarkisho

Kendidilinizde Geretsiz olarak vardom ve bilgd alma hakkimz-
bulunmaktadir Birtercimanistemekicin-saghk plaru kimlik karbman-
dzennde veralandcretsiz telefon numarasimi-aravimz, sonra 07a-
basmuz. TTY {vaziliiletigm) icin 71113

594U kraiman™

V-Bace mpaE0-0TPHMATH DE3KOIITORHY ACIIOMOTY T4 1HpOpMATTIID Ha -
Banmin piamii Moei. TI{o0 TOA4TH 3aIHT TPO HAAAHHA TIOCATT -
Imeperiasada, 2aTereOHVHETE Ha Ge3KOIITORHNE HOMEp TeAeDOHT -
VIACHMEKS, BKA33HHH Ha BANTH iAeHTHQKAITHIT KapTi A=Y
MEAMIHOIO CTPaxyBaHHa, HaTucHTs 0. TTY 71113

60+ rduo

-_,_,__,5._1_,_,_._' Jeaz _E --'j'.a-'—.'_, ..-'—_JS--"""—"“—W_?"’"‘:' sl —‘:"—"“_J.,—‘:'_.-_.-i-—l_‘is‘—
Lo .J_.E‘.:.'E-\_?'.l-_ _.r""-:l—'—.a-J d- gz e B ‘E_J:J—“"_;}-J—“"“JJ-H}‘r'—'rJ

ol F-711m

61 A Vietnamese D

Qu'f*'-.—i -cé-qm'én duocgiip-dd va cap-thong-tin bﬁ_ng-ngén nptk-cua-
qu'r'n mién-phi. G‘E]'E“. éuciuduoc thong-dich-vi eng_up d&, vuilong-
20i-30- d_enﬂma -m_enph_ danh cho ‘héi vien dwoc néu-trén the ID-
chucrngtuﬂl ‘bao hiemv- té-cua qui”'-? bams6-0. TTY 7110

62 4Yiddishd

15- IREIR19-E- RO T TR TR T IR R E- 1R S ORI DI T- DR TR

HIRT-R-TTORT IR e
IR T TR IR T O DR - PR § 7T R 2av -y e R0y D e - T
ATTYT1rFD

63 +4Y orubad

O-nietolati riiranwoati 1fitonilet pha ni ede re laisanwo. Latiba-
ogbufo-kansoro, pé-sot nomba ero-ibanisoro laisanwoibode tia-to-
sorikadiidanimo tietoilerate, te<0’. TTY 7110
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ADDENDUBREAL APPAL

This Addendum to the Plan provides Benefits for virtual obesity counseling services for
eligible Covered Persons through Real Appeal. There are no deductibles, Copayments or
Coinsurance you must meet or pay for when receiving these services.

Real Appeal

The Plan provides a virtual lifestyle intervention for wieligitéd conditions to eligible
Covered Persons 18 years of age or older. Real Appeal is designed to help those at risk from
obesityrelated diseases.

This intensive, mutomponent behavioral @mvention provides 52 weeks of support. This
support includes ormn-one coaching with a live virtual coach and online group
participation with supporting video content. The experience will be personalized for each
individual through an introductory onlggssion.

These Covered Health Services will be individualized and may include, but is not limited to,
the following:

Yy~ Virtual support and séielp tools: Personal eoa-one coaching, group support
sessions, educational videos, tailored kits, integedtgdiatform and mobile
applications.

Yy Education and training materials focused on goal setting, psobl&g skills, barriers
and strategies to maintain changes.

Yy Behavioral change counseling by a specially trained coach for clinical weight loss.

If you would like information regarding these Covered Health Services, you may contact the
Claims Administrator throughww.realappeal.comor at the numbeshown on your ID
card.

154 ADDENDUW REALAPPEAL



5022768BRAFTSET002Zi 12/23/2020



